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ABSTRACT
The purpose of this research was to study tl
relationship among social support, stress and menu
health of those mothers having a severely mentall
retarded adult offspring. It was hypothesized that (1)
significant proportion of the mothers with a severe l
mentally retarded adult offspring had hig
perceived stress level and poor mental health statu
(2) the perceived social support of the mothers wa
positively related to their mental health which wa
defined by both positive (active) and negative (passive
mental health criteria (3) the perceived social suppor-
of the mothers was negatively related to their perceive(
stress level and (4) the perceived stress level of thE
mothers was negatively related to their mental healtF
status defined by both positive and negative mental
health criteria. In this study, social support was
measured by the mothers' perception of support received
from their marital partners, their family members and
their friends. Stress was measured by chronic stress
related symptoms and the acute perceived stress level of
the mothers. Mental health was measured by the reported
current psychiatric symptoms and the perceived degree of
meaning in life. Psychometrically valid and reliable
instruments were used in testing the hypotheses.
Results of the study indicated that (1) the mental
health conditions of the mothers with a severely
mentally retarded adult offspring were generally poor;
(2) those mothers with higher perceived social support
had a better mental health status; (3) those mothers
with higher perceived social support had a lower
perceived stress level; and (4) those mothers with a
higher perceived stress level had poorer mental health
status. Based on the above data, all the hypotheses were
supported.
Implications of this study include the need of the
government and the other helping professionals to
provide immediate services to the mothers and their
retarded offspring. This study also suggested
implementation of new rehabilitation programmes so as to
reduce the mothers' environmental stressors, enhance
their mental health status, and improve their perceived










ON MENTAL RETARDATION 8
3 THEORETICAL FRAMEWORK 32






APPENDIX A QUESTIONNAIRE 215
APPENDIX B QUESTIONNAIRE (CHINESE VERSION) 243
CHAPTER ONE
INTRODUCTION
Throughout the history of mankind, there has been a
vulnerable group of individuals who are unable to adapt
fully to the demands of the larger society because of
their limited intelligence. They differ from the normal
group because they are unable or slow to learn the
adaptive behaviours needed to survive. There are great
variations among those so identified. Some are so
disabled physically and mentally that they are totally
dependent and needed help with all their needs. Others
are not so easily identified by the casual observer
because they manifest no sign of physical disabilities
and behave in socially acceptable ways. However, their
ability to function intellectually are impaired. This
group of individuals is identified as mentally retarded
(Dickerson, 1981).
The existence of mental retardation is old and
comparatively little was known prior to the 19th Century
(Dickerson, 1981). Even in the western developed
countries, the mentally retarded persons before the
early 19th Century were removed from the community in
order to relieve the public from the stress caused by
their occurrence, and were kept in sheltered and
protected environment where they were taught of
simplified tasks or academic subjects (Baumeister, 1970;
Graliker, 1971). They were often regarded as abnormal,
treated in stigmatizing and rejecting ways, and
undergraded in terms of their citizen values (Lane,
Noble, Tidball, and Twigg, 1983).
As the two primary values-- the dignity of each
individual human being and the responsibility of human
beings for each other (Konopka, 1963)-- prevailed in
the western countries, therefore, during the late 19th
Century and the early 20th Century, the public started
to develop increased awareness of the need to provide
educational and training programmes for the mentally
retarded (Dickerson, 1981). Mentally retarded
individuals should no longer be regarded as second-class
citizens but as people with the same right and needs as
the rest of the population at large (Lane, Noble,
Tidball, and Twigg 1983). Normalization and
deinstitutionalization movement then occurred in the
western countries during the 1970s. Normalization means
helping the mentally retarded people to experience their
patterns of life and conditions of everyday living as
close as possible to the regular circumstances and ways
of life of society (Nirji, 1969). Emphasis was put upon
the retarded's inherent dignity and his right to receive
training and minimize his deficiencies. By
deinstitutionalization, it means that the mentally
retarded people are no longer confined in large
institutions so as to prevent from long-term residence
in such facilities by providing them with alternative
training in the community. The alternative training or
support in the community is the establishment of
smaller residential settings and apartment hostels which
are intended to protect the human and civil rights of
the mentally retarded individuals as they strive to
return to a normalized life style within the society
(Lane, 1983; Dickerson, 1981; Hanvey, 1981; Walker,
1980; More 11, 1919; Marais, 1976; Adams 1972).
Furthermore, due to advances in the medical and
behavioural science, a higher and longer survial rate
for the severely mentally retarded adults have been
ensured, and a much greater potential for social
competence and achievement have been revealed (Clark,
1966). As a result of the normalization and
deinstitutionalization movement as well as the longer
survial rate of the severely mentally retarded,
increasing responsibility has fallen on the community
and the families to care for their mentally retarded
offspring. (Schild, 1971; Morell, 1979; Goodman, 1978).
Under such circumstances, caring for a mentally retarded
at home presents a stressful situtation for which the
primary caretaker, usually the mother, must prepare
herself to face a special set of life circumstances not
encountered by mothers with children of average
abilities (Wilkler, 1981).
Child-rearing responsibility normally ends when
children reach adulthood. However, families with an
adult severely mentally retarded offspring face the
situation of providing on-going care and supervision
well beyond the time it is expected because the mentally
retarded persons need to live and work in a protected
environment for their entire life because their level of
functioning do not permit them to make thoughtful
choices and decisions for themselves and others
(Dickerson, 1981). This means that mothers, being the
primary caretaker of an adult severely mentally
retarded, have to render care for the rest of their
lives or till the death of their child (Adams, 1972;
Goodman, 1978).
Over the past forty years, a significant body of
literature has emerged regarding the effect of mentally
retarded child on the family (Jacobsen Humphrey,
1979), and a lot of studies conducted on mothers with
mentally retarded children have claimed that mothers
caring for severely mentally retarded children at home
are vulnerable to stress (Bradshaw Lawton, 1978;
Chetwynd, 1985; Quine Pahal, 1985). However, when
looking through the literature and empirical research,
even in the western countries, one may find very limited
work has been done to investigate the situations of the
families with a severely mentally retarded adult.
Robinson and Robinson C1976) in discussing about the
literature on parents of retarded adults emphasized that
hard, scientific data about such families and their
problems were practically non-existent, and most of the
available literature was based on material gleaned from
parents of young severely handicapped retarded children
(p.414). In these limited studies the researchers
concluded that the mothers continued to experience
stress that had been imposed on them by rearing their
mentally retarded children (Goodman, 1978; Wilier,
Intagliata, Wicks, 1981). In other words, these
studies ascertain that the mothers may continue to
experience stress as long as they need to render care to
their adult mentally retarded offspring, and as long as
the retarded lives. However, there is a lack of further
exploration into the psychological well-being of the
mothers, the perceived support from their significant
others, as well as the impact of the stress as perceived
by the mothers in caring for a mentally retarded adult
in the western countries.
In the local context, like other developed
countries in the world, the mentally retarded in Hong
Kong are helped towards normalization and
deinstitutionalization. Hence, the mentally retarded
people have to be taken care of as far as possible by
their families. Since the mothers and the retarded
adults have to live together throughout the day, and
they are frequently in contact with their other family
members as well as other social systems in their
environment. Under such circumstances, can the mothers
tackle their stress in isolation with their own families
and their social environment? Will the reactions or
supports from their significant others exert influence
on the mothers' stress level? If the mothers experience
stress in caring for their mentally retarded children
all through their lives, what will be the effect on the
psychological well-being of the mothers? Will the
mothers who experience more stress have a more negative
outlook about life? This list is endless. Amongst the
questions which left unanswered, perhaps psychological
well-being of mothers with severe grade mentally
retarded offspring is the most essential one.
So far, there is no systematic study to answer the
above-mentioned questions. Therefore, the present study
serves as an attempt to explore the stress and the
mental health condition of the mothers in caring for
their severely mentally retarded adult offspring, and to
study the relationship between the social support
perceived by the mothers and their mental health
condition. It is also hoped that the findings gained
from this study may in turn provide some information on
intervention strategies for service providers in helping
the mothers cope with their stress problems, concerns
and unmet needs when the latter are responsible for the
day-to-day care of the severely mentally retarded
adu1ts.
In Chapter 2, a review of literature on mental
retardation relevant to this study will be presented.
The theoretical framework on stress, mental health and
social support of this research, as well as a summary of
the research questions and hypotheses will be discussed
in Chapter 3. The research methodology will be reported
in Chapter 4. The results of the study will be presented
in Chapter 5, and discussed in Chapter 6. The conclusion
of the study will be revealed in Chapter 7, and the





2. 1 De f iriit ign. and Classification of Men tai Re tarda tion
Mental retardation has been widely defined as there
are many professional disciplines dealing with this
population (Dickerson, 1981). Some definitions
emphasize etiological factors and others emphasize
symptoms and behaviours. Because there is a lack of
clear-cut definition and acceptance of any one term,
mental retardation, mental deficiency, and mental
subnormality are often used interchangeably
(Krishef, 1983). However, in 1973, the American
Association on Mental Deficiency (AAMD) developed a
widely accepted definition on mental retardation.
According to AAMD, mental retardation refers to a
significantly subaverage general intellectual
functioning existing concurrently with deficits in
adaptive behaviours, and manifested during the
developmental period (Maloney and Ward, 1979i 138).
Subaverage general intellectual functioning as
elaborated by Dickerson (1981) is the individual's score
on intelligence test is two or more standard deviation
below the average scores of individuals of the same age;
adaptive behaviour is a range of diverse behaviour
needed by an individual in order to achieve his or her
developmental progress in life towards independence and
becoming a contributing member of the community. From
infancy to childhood, one has to achieve his sensory-
motor skills such as walking, speech, toileting. From
childhood to adolescence, one has to develop such
developmental milestones as se1f-maintenance and self-
independence by establishing self-help, socialization,
academic, and social skills so that one can participate
fully in life situation. From adolescence to adulthood,
one has to establish his or her career by developing
vocational skills. Developmental period is the term
used to describe the years of a person's life between
birth and age nineteen. The merits of this definition
are its emphasis on mental retardation as a symptom
which can change from time to time, and its illustration
that the mentally retarded, like other people, can grow
and develop their given capacities (Dickerson,1981).
Individuals are usually classified as retarded on
the basis of intelligence test score (IQ). The most
frequent used tests are Cattell Infant Intelligence
Scale, the Standford-Binet Intelligence Scale, and the
Wechsler Intelligence Scale for the children
(Dickerson, 1981). Based on the scores of the IQ test,
those with an IQ of 52-70 are mildly mentally retarded.
Secondly, those with an IQ of 36-51 are moderately
mentally retarded. Thirdly, those with an IQ of 20-35
are severely mentally retarded. Fourthly, those with an
IQ of less than 19 are profoundly mentally retarded
l' Han uo v 1 Qfl I
In terms of functioning capacity, Adams(1971)
described that the mild grade mentally retarded may show
some developmental lag in early childhood which
becomes more pronounced in the school phase. If special
education is given and suitable employment can be found,
most of the mildly retarded make satisfactory adjustment
in adult life. The moderately retarded usually show
conspicuous developmental lag in toddlerhood and have
limited capacity for academic learning, but can be
trained in achieving some level of independence in self-
care. As a result, most of them work at a sheltered
environment. The severely retarded show marked
retardation in their physical skills but are not
entirely dependent on other people. The profoundly
retarded require constant care for their existence and
their capacity for any level of social interaction is
extremely limited.
The causation of mental retardation is very
complex, but it is important for the helping
professionals to understand the effects of the
causes that may have upon mental retarded individuals
because their disabilities can range from conditions
amenable to modification to irreversable handicapped
(Dickerson,1981). Hence, it is necessary to have a brief
examination on the etiology of mental retardation. The
major causes that have been identified as causal agents
are organic factors and pyschosocial factor. Organic
factors can be broken into three logical groupings
prenatal, perinatal, and postnatal. In the prenatal
stage, genetic factors, maternal ill-health, poor diet
and infection are essential causes. In the perinatal
stage, injury at birth is the major cause for mental
retardation. In the postnatal stage, acute illnesses,
traumatic events and progressive disorders may produce
brain damage which in turn causes mental retardation. On
the other hand, certain psychosocial factors may
contribute to mental retardation: insecurity of the
family in terms of income and home maintenance, mininal
attention to health maintenance, low level of motivation
of parents, indadequacy of parenting, presence of
dangerous influence, negative perception of the ghetto
members by the society as a whole for any movement away
from the life-style of the impoverished (Farber,1968).
Studies have indicated that there is growing evidence
for the importance of poor social and economic
conditions in the causation of mental retardation. For
example, in the Isle of Wight study, the authors found
important association between children's soc i o-fami1ial
background and the presence of handicap (Hanvey,1981).
2. 2Characte ri.stj.c s and Needs of Severely Retarded Adults
A review on the characteristics and needs of the
severely retarded adults may shed light on its impact on
the mothers who have to be responsible for the day-to¬
day care of the retarded.
Maloney Ward (1979) review some specific
abilities of the highest functioning severely retarded
persons in accordance with the AAMD Manual:
Independent functioning: feeds self adequately with
spoon and fork; can put on clothes and can button and
zipper clothes; may tie shoes; bathes self with
supervision; is toilet trained; washes faces and hands
without help.
b) Ph.ysicai: can run, skip, hop, dance, can go up and
down stairs alternating feet; can throw ball to hit
targe t.
c) Communication: may communicate in complex sentences;
speech is generally clear and distinct; understands
complex verbal communication; but does not read with
comprehension prose materials.
d) Sociai: may participate in group activities
spontaneously; may engage in simple competitive exercise
games. May have friendship choices which are maintained
over weeks or months.
e) Economic activities: may be sent on simple errands
and make simple purchase with a note; realizes money has
value but does not know how to use it.
f) Occupation: may prepare simple foods, can help with
simple household tasks; and set and clear table.
Under training, the severely mentally retarded
adults are capable of achieving most of the self
maintenance skills. They are also able to do simple
household chores. They enjoy recreational activities and
peer interaction. As Robinson and Robinson (1976)
mentioned, severely retarded adults are apt to be openly
friendly, in the manner of little children, and attached
themselves to persons with whom they come in contact.
Dickerson (1981) also revealed that the severely
retarded adult needs not remain totally dependent for
his entire life. He is capable of achieving most of the
se1f-maintenance skills. He is also able to learn to do
simple chores to contribute to the maintenance of the
household. He enjoys recreational activities and peer
interaction. He may become proficient at some routinized
chores that will permit him to work in a supervised
setting, but he will need to live and work in a
protected environment for his entire life for his level
of functioning does not permit him to make
thoughtful choices and decisions for himself and others
(p.36).
Experience from the author also tells that the
level of functioning of the above-mentioned activities
varies very much depending on several factors. Firstly,
the acceptance of the mentally retarded by the family
members. Secondly, the opportunities to receive social
contacts and social training. Thirdly, individual
capability. Lastly, the opportunities given by the
society.
Severely retarded adults, by reason of their
emotional and social immaturity, sometimes manifest
infantile expressions of sexuality in socially
unacceptable situation. Furthermore, most severely
retarded adults are sensitive to social disapproval
(Adams, 1972). Socially, there is also a great
likelihood that they are socially rejected because their
handicap is by and large unacceptable and usually normal
individuals regard with bewilderment and distaste
someone who has the appearance of an adult but the
social behaviour of a young child (Adams, 1972).
However, the tragedy of mental retardation strikes
the parents much harder than it does the child. In fact,
the more retarded the child, the less the child realizes
his condition (Levinson, 1967). Thus, having a retarded
offspring would definitely upset the homeostasis of the
family, and the parents have to go through many
reactions and stages of grief and adjustment in rearing
of a mentally retarded child. A review of the reactions
and stages of grief of the parents is essential in
understanding their problems and stress they experienced
in caring for a mentally retarded offspring.
2. 3 Parental Emot j_ona 1_ Reactions to Mental E§.tardation.
The mothers go through many emotional reactions in
the rearing of a mentally retarded child. The intensity
of responses and manifestations of reactions vary widely
among and between parents depending upon a variety of
dynamic factors, including individual personality,
nature of the marital interactions, parental
aspirations, feelings about abnormality, social class,
support systems etc. (Koch Dobsen, 1971).
Schild (1971) described a range of reactions which
are more prevalent than others: guilt, ambivalence,
disappointment, frustration, anger, shame and sorrow.
Schild (1971) explained that guilt was the most common
reported response by the parents who often resorted to
self-shame and became guilt-stricken when they were
unable to tolerate their negative feelings. However,
given the known facts with proper support and empathy,
most parents can resolve their gui1t-fee1ings and then
can more realistically adapt to the presence of the
retardation (Schild, 1971). Parents have mixed emotions
and both positive and negative feelings come into play.
Anger, disappointment, shame and frustration are often
evoked.
Besides having the above-mentioned emotional reactions
towards having a. mentally retarded offspring, the
parents then have to get through stages of grief.
Kennedy (1970) for example, offered three phases of
grief: firstly, protect-- shock, numbness, disbelief,
evasiveness, anger, and shopping for magical cure;
Secondly, despair-- disappointment, loss, hopelessness,
futility, loss of warmth in relationships, insomnia,
loss of appetite; thirdly, withdrawn-- recall of
prebirth longing for idealized infant, evidence of
attachment to live infant.
Goodman (1964) also noted three phases of grief:
firstly, initial-- shock, disbelief; secondly,
awareness-- awareness of loss, sadness, guilt,
helplessness; thirdly, recovery-- natural mourning
continues, but, trauma of loss is overcome. On the other
hand, Cohen (1962) described four stages of adjustment:
firstly, grief-- not hearing, searching for causes,
shopping for cures; secondly, anger-- questioning why,
self-pity; thirdly, arousal of anxiety-- feelings of
personal inadequacy, quilt; fourthly, adjustment to
reality-- begins to act in meeting real needs of child
and family.
The above models are in fact very similar. Mothers
have to go through the stage of grief and adjustment to
restore the balance of their lives by the development
and redevelopment of positive coping mechanisms and to
make realistic plans for themselves, their children and
However, the parents' reactions and feelings of
having a mentally retarded child would continue until
their own death or the child's death. This is what
Olshansky (1962) described as the chronic sorrow and
his discussion was supported by studies (Cook, 1963;
Cummings, Bayley, Rie, 1966; Erickson, 1968; Barsch,
1968; Katz, 1968; Boggs, 1970: Adams, 1972; Wikler,
1981). Olshansky (1962) further pointed out that the
intensity of the chronic sorrow varied from time to time
for the same person, from situation to situation, and
from one family to another. He also stated that while
chronic sorrow might be experienced by some parents of
mildly mentally retarded children, this reaction was
probably nearly more universal among parents whose
offsprings were severely or moderately retarded.
Olshansky's arguments were supported by a number of
authors who also noted the physical and emotional
exhaustion of the parents in caring the adult mentally
retarded offspring. First of all, Nitzberg (1970) said
that our parents strike us a tired, waiting relief
after 20 years of struggle and disappointment (p.476).
Secondly, Gearheart and Litton (1975) reported how the
constant care and attention rendered to the retarded
persons leads to physical, emotional, or psychological
the family as a whole.
exhaustion either by one or both parents (p.159).
Thirdly, the mothers have concern, fear, and worries
about the future when they are no longer able to render
care to the retarded child (Katz,1968; Koch Dobsen,
1971; Adams, 1972; Kriger, 1975). Koch and Dobsen (1972)
stated that most parents were strained, covertly or
overtly, with diffuse anxieties related to the future
care and adjustments for retardates. Who was to care for
them after parents were elderly or had passed away?
Could the retardates achieve self-sufficiency? Would he
work and stay out of trouble? Adams(1971) indicated that
dependent subnormal adults have led extremely sheltered
lives closely tied to their parents, and an unrehearsed
transfer to a fresh setting with its entirely different
pattern of life and demands, can be a very traumatic
experience. Knowing this, parents are frequently very
fearful about considering future plans for their
children and may suffer a great deal of anxiety, even if
it does not require an immediate solution (p.114).
There were also empirical studies supporting
Olshansky's arguments. Kriger (1975) in her study of 18
parents of adult mentally retarded said that a feeling
of tireness on the part of the parents was sensed, and
several parents also indicated that after years of
effort on behalf of their child and other retarded
children they now were getting older and more tired
themselves and wanted to lead quiet lives rather than
continue to fight (p.72). Bradshaw and Lawton (1978)
conducted a survey on the stress level of mothers with
severely disabled children by using the Malaise
Inventory in face to face interview and confirmed that
the level of stress in mothers with very severely
disabled was much higher than in any normal sample of
mothers. Quine and Pahl (1985) conducted another survey
which confirmed that the presence of a severely mental
retarded child was a source of stress for the parents.
From the literature review, it is found that the
parents have special emotional reactions when havng a
mentally retarded offspring. The following conclusions
can be drawn: Firstly, the mothers have to pass through
stages of grief before they can start to show acceptance
to the mental retardation of their offspring. Secondly,
their reactions and grief however would never be
vanished in their lives disregarded their retarded
offspring's age and degree of retardation. Thirdly,
parents with an offspring who is mentally retarded are
likely to experience stress.
2. 4 Sources of Stressors faced by the Mothers j_n Caring
the Mentally retarded Offspring
Menolascino (1970) stated that the stressors
experienced by the mothers were related to the
characteristic hardship of mental retardation and others
were typical parental reactions to retardation which
were reality stressors resulting from situational
demands of raising or caring for retarded person.
Stress of mothers related to the characteristic
hardship of mental retardation are stigmatized social
interactions and prolonged burden of care
(Meno1ascino, 1 977). Such problems have been gravated by
the current approach of mainstreaming and normalization
for the mentally retarded because the family is expected
to manage and rear the retarded at their own home. Begab
Richardson (1975) stated that the trauma of having a
mentally retarded child represents a seriously
disruptive force to the family's lifestyle. The physical
and emotional stress of 24 hours care, the anxiety of
hopeless about the future, the exacerbation of marital
frictions, all of these reactions make difficult the
retarded child's retention in the home (p.22). Quine
and Pahl (1985) conducted another survey to identify
factors associated with stress on mothers caring for
severely mentally retarded children and to analyse the
relative importance of different sources of stress. In
their study, they found that the presence of a
mentally retarded child was a source of stress for a
family. The factors causing stress in carers were in
order of importance: behaviour problems in the child,
night-time disturbance, social isolation, adversity in
the family, multiplicity of impairments, difficulty in
settling the child at night, problems with the child's
health, problems with the child's appearance and money
worrie s.
People generally feel uncomfortable with the
mentally retarded and strive to avoid interaction with
them CWikler, 1981). Mothers in taking care of their
mentally retarded child must change their own attitudes
in order to become advocates for their child. Moreover,
they must develop competence in managing uncomfortable
social transactions (Birenhaum, 1970). In mothers' life
situations, they often face stares, judgemental
comments, murmurs of pity, and intrusive requests for
personal information whenever they accompany their child
for social contacts.
As the child grows larger and older, he becomes
more burdensome and has more prolonged dependency needs
than the normal child CWikler, 1981; Quine Pahl,
1985). The mothers have to perform extra work including
cleaning and tidying, cooking, washing clothes,
shopping, and other tasks. As a result, the mothers'
social lives are severely restricted, health has been
affected, time with other children is restricted, and
social outings have to be reduced (Chetwynd, 1985; Quine
Pahl, 1985; Birenbaum, 1971; Gearheart L i tton, 1 975).
Adams (1972) also supported that families with mentally
retarded offspring are less mobile; outings and social
arrangement have to be limited in scope to include him
or one member of the family must opt out to look after
him; holidays away are more of a problem and extra
material and psychological care is demanded (p.103).
Economically, the family with mentally retarded has
been indicated by studies that financial pressure is a
major stress because there are extra medical expenses
and transportation expenses; the mother usually cannot
take up open employment so as to take care of the
retarded at home (Morell, 1979; Sultz et al., 1972;
Kriger, 1975).
In general, mothers caring for severely handicapped
children at home are thus vulnerable to stress. A number
of different aspects have been defined as stressful,
from the physical burden of care to the emotional,
psycho-physiological disturbance created by the child,
and from the disruption of normal patterns of family
life to the impact on family finances. Such stress and
feelings of having a retarded child would continue until 
either their own death or the death of the child. 
Furthermore, findings also suggest that families of 
handicapped children experience more stress and this 
is particularly marked in the mothers of such families. 
However such stress can be mediated by the social 
support available to the mothers.
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2. 5Poss j_bl_e D_i_f_f Jcu I_t_i_es faced by the Mothers _i_n v ye w o f_
the se n t Rehabyl_j_tation Services for the Severe
Retarded Adu 1_ts _i.Q Hong Kong
In order to provide support, guidance, and service
to the mentally retarded, the social worker frequently
intervenes on behalf of the retarded clients by working
with parents and other professionals with the focus on
relieving the stress of the situation (Dickerson, 1981).
As revealed in the previous section, mother ir
looking after their mentally retarded child encounter
various stress and difficulties. They therefore require
to re-establish their self-confidence, self-worth, anc
self-respect over their fear, frustration, and anxiety
through learning about the resources of the community
has to share and how to obtain services from them. In
the local context, data from the Departmental Reports
(Departmental Reports, Social Welfare, 1960 to 1987)
revealed that rehabilitation services for the disabled
has a long history and has begun over 100 years ago,
but, the services for the mentally retarded were rather
slow. It was not until the 1960s that the mentally
retarded group began to have gained attention and
concern from the government. Based on author's
observation and experience, The White Paper Integrating
the Disabled into the Community: A United Effort
published in October 1977 marked off a new age for the
rehabilitation services in which the mentally retarded
received equal footing with other handicapped groups.
There is no doubt that the rehabilitation services for
the mentally retarded had vast advancement in the last
decade and patterns and conditions of our everyday life
had been made accessible to the mentally retarded.
The existing programmes for the mentally retarded
people are as follows (Social Welfare Department, 1987a
and 1987b):
0 to 6 years old
1. Early identification of mental disability
Medical and Health Department runs family health
centres for comprehensive observation scheme providing
five routine assessments for all infants between birth
to age 5. The main objective is to ensure that all
congential or acquired defects are identified and
treated as early as possible. Once a child is idenified
to be retarded, he is referred to a mu1ti-discip1inary
child assessment clinic for detailed assessment and
treatment.
2. Early education and training
Social Welfare Department is responsible for
developing early education and training centres which
provide early intervention programmes for children
below the age of 2 who have been identified as having
difficulty or developmental delays and to give support
to their parents. This service is provided by voluntary
agencies and subvented by the government.
3. Integrated child care centre
This is to render training and care for the mildly
retarded children aged 2 to 6 in an ordinary child care
centre so as to develop socially and educationally with
the normal children.
4. Special child care centre
This is an extension of the early education and
training centres and to provide intensive training and
care for moderate and severe grade children between the
age of 2 to 6 who cannot be integrated in an ordinary
child care centre.
6 to 16 years old
1. Special School
The Education Department is responsible for all
aspects of the education of the disabled children at
school age. The mentally retarded who because of their
disability cannot fully benefit from ordinary education
are provided with places in special school.
2. Residential care
Residential care is provided for those mentally
retarded children who are on special education and have
inadequate home background or have no families or
relatives to care for them. This service is offerred by




The Technical Education and Industrial Training
Department together with 3 voluntary agencies are
responsible for providing vocational training.
2. Sheltered work
It is to provide work for retarded persons who
cannot adjust to take up open employment. The type of
work provided are planned and controlled to accommodate
the limitations arising from the physical and mental
conditions of the mentally retarded.
3. Social training
Day activity centres provide training and care for
low moderate and severe mentally retarded adults who are
unable to benefit from vocational training or sheltered
work. The training programmes focus on acquiring daily
living skills, self-care and personal hygiene and simple
manua1 tasks.
4. Selective placement
The Selective Placement Service of the Labour
Department helps seek appropriate employment for the
mildly mentally retarded adults.
5. Residential care
Residential care is provided for the homeless
adults and those who cannot stay with their families.
6. Independent 1ivingsocial skills training
It is a programme for the mild and moderate
retarded adults to learn to live and experience positive
and independent way of life.
7. Small group homes
It is for the mentally retarded adults aged over 16
who cannot receive adequate care and attention from
their families. Social training for better adaptation to
daily life is offered.
Respite and foster care services have just been
introduced in Hong Kong and are under experimental
basis. The other supportive services provided for the
mentally retarded people as well as their families are
the followings: counselling, housing, welfare grants,
recreational and sports activities.
However, information indicated that programmes for
the severely mentally retarded adults are still limited.
The major services for them are day activity centres and
residential treatment centres. But, the provision of
such services is insufficient. Statistics from the 5-
year Plan Review- Social Welfare Development in Hong
Kong (1987) indicated that there was a great shortfall
of service. For the severely mentally retarded adults,
the percentage of shortfall in day activity centre and
residential care services for 1987 was 75% and 74%
respectively (5-year Plan Review, Social Welfare
Development in Hong Kong, 1987). Hence, the presence of
a mentally retarded at home with such limited formal
support presents a challange to the professional group
to discover ways of fostering informal social network
support to the mothers, reinforcing those that already
exist and developing a better understanding of way to
intensify the supportive process. Furthermore, the
mothers have no other choices but have to take care of
their severely mentally retarded offspring at their
homes waiting for services to come. Empirical studies
on the needs and problems of the mothers in caring for a
severely mentally retarded adult offspring have so far
not yet been conducted in Hong Kong. It is hoped that
this study can provide some implications for future
research and improvement of services both to the mothers
and their mentally retarded children.
CHAPTER THREE
THEORETICAL FRAMEWORK
Having examined the broad research question of the
study in Chapter 1 and the concepts of mental
retardation in Chapter 2, the theoretical framework, the
specific questions and the hypotheses of this study were
presented in this Chapter.
3.1 The Concept of Mental Health
Both mental and health are complex concept. When
they combine together to form the term mental health,
the result is an even more complex concept (Heck, 1973).
As Knee and Lamson (1977) suggested, mental health is
more subject to description than precise definition. It
is one of many human values and is prone to different
interpretations and standards that vary with the time,
place, culture, and expectations of a social group
(p.879). In order to gain a working knowledge of the
concept of mental health, the two components have to be
examined separately.
The concept of mental refers to a general area of
human functioning related to the working of the brain
and the nervous system and by breaking it down into
intellectual functioning under the general heading
mental functioning (Heck, 1983). Therefore, the term
'mental' usually implies something more than the purely
cerebral functioning of a person, it also stands for his
or her emotional-affective states, the relationships he
or she establishes with others, and a general quality
that might be called his equilibrium in his
sociocu1tural context (Schwartz Schwartz, 1968).
There are two ways of conceptualizing health, one
ideal and the other operational (Heck, 1973). As an
ideal concept, Heck defined health as a state of general
well-being. In other words, health is seen from a
positive perspective. As an operational concept, health
was defined as the absence of illness and is thus viewed
from a more negative perspective. Many mental health
professionals have interpreted mental health according
to the idea that individual people are sick inside and
need treatment for their private mental illness, just as
when they are physically ill (MacMurray, Cunninggam,
Carter, Swenson Bellin, 1976). According to this point
of view, people who are absent from disease are
considered mentally healthy, and this conveyed a passive
definition of mental health. However, the current
concept of mental health is more active in criteria and
involves much more than the absence of disease because
the stressful social conditions which may be associated
with mental illness have been overlooked (Binitie,
1984). Mental health is not only a private affairs, but
a public one as well. In other words, mental health
involves the self and the environment (Binitie, 1984).
Environment includes other human beings with whom one
reacts directly and indirectly, as well as the conditons
of housing, water supply, food, employment, effects of
racial and sex discrimination and so on (Binitie, 1984;
MacMurray et al, 1976), whereas self is influenced by
biological endowment, the will, perception, the fully
developed personality, the integrity of the nervous
system (Binitie, 1984). With this view, mental health
is not only concerned with the alleviation of illness
of the individual, but, to include helping him or her
deal with his or her social environment. Therefore, it
is likely that the absence of disease is a necessary but
not a sufficient criterion for measuring mental health
(Jahoda, 1956). The other criteria that signal mental
health as suggested by Jahoda (1956) are: active
adjustment at mastery of his environment; unity of his
personality- the maintenance of a stable, internal
integration which remains intact despite the flexibility
of behaviour derving from active adjustments; and
ability to perceive the world and himself (p.556-577).
According to Jahoda (1956), the concept of
adjustment implies the establishment of workable
arrangement between personal needs and social
conditions. In such cases, individuals lack the ability
to adapt themselves to the changing demands of a
changing environment, they cannot adjust. The mastery of
environment presupposes a deliberate choice of what one
does and what one does not conform to and consists of
deliberate modifications of environment conditions
(Jahoda, 1956). It aims at creating an environment with
which one can feel at home. Unity of personality as
elaborated by Jahoda (1956) underlies much of
psychoanalytic thought and the proposition is that the
person who acts according to a consistent inner
regulation and is relatively free from conflict among
the three constituent parts of personaltiy: id, ego and
superego- in other words an integrated personality
should be regarded as a mentally healthy person
(p.565). Lastly, Jahoda( 1956) stated that active
adjustment involving the modification of the environment
must be based on the ability to perceive the reality;
and the unity of personality if to persist over a period
of time in the face of the inevitable conflicts of life
must be based on the ability of self-perception
(p.570).
Binitie (1984) highlighted some characteristics of
mental health which were inner satisfaction, hopeful
aspect, financial solvency in order to maintain a decent
life, family and social support systems, sexual
satisfaction, capacity to manage tension and social
pressures and offspring to succeed in the future.
Binitie's idea corresponds to Frankl's conceptualization
of a meaningful life which is important to the existence
of the individual (Frankl, 1958,1963,1966). According to
the humanistic and existantial point of view, when an
individual cannot find a purpose or a meaning in life,
then, this individual is confronted by existential
frustration in which he fails to experience the
characteristics of mental health as mentioned by
Binitie.
Inner satisfaction as defined by Binitie (1984) is
a feeling of inner strength based on an internal
knowledge that one has chosen the correct path, that one
is achieving it, and one has the psychological and
physical energy to maintain this state. It is a
prerequisite to mental health (69-70).
According to Binitie (1984), hopeful aspect is an
addition to a component of inner satisfaction. It is an
belief that time will show one to be right. Without
this, the internal feeling of happiness and
satisfaction will soon give way to doubts, later
dissatisfaction and loss of inner security. Thus,
according to Binitie's viewpoint, mental health can be
defined in terms of more positive criteria.
The maintenance of inner satisfaction is dependent
on a family and social support systems as alleged by
Binitie (1984). In the face of pressures from those
groups, inner satisfaction would soon give way.
Binitie (1984) also suggested that financial
solvency, sexual satisfaction, offspring for next
generation are essential characteristic in enhancing and
maintaining inner satisfaction.
Financial solvency is meant by the quality of money
or resources required to maintain the programme of inner
satisfaction. Sexuality is one of the most powerful
impulse and is capable of damaging inner satisfaction
unless legitimate means for expression are found. It
definitely improves inner satisfaction if the work one
has started can be continued thereafter by having
offspring for next generation (Binitie, 1984).
Based on what had been discussed, in the broadest
sense, mental health can be considered as a state of
physical, mental and social well-being in which an
individual is absent of psychiatric symptoms, free from
somatic problems, perceives positive attitudes, values
and beliefs about oneself, others and the environment;
and has a set of coping skills for dealing effectively
with the events in one's life. Specifically, it can be
conceived that if an individual is described to possess
positive mental health, it means that he has the ability
to find a meaning in life so that he feel happy, andor
to find fulfilment for se1f-actualization, andor to
build up constructive relationship with others for the
betterment of the society. On the other hand, if an
individual is assessed to be mentally healthy according
to the negative (or passive) mental health criteria, it
means that he is free from mental illness or related
psychiatric symptoms. The components of a positive as
well as negative mental health status could be measured
quantitatively by some psychometric scales.
Mental health in this study was defined in terms of
both the positive and negative criteria. The mothers
were assessed to be mentally healthy according to the
positive (active) mental health criteria if they
perceived meaning in life; andor established
constructive social relationship; andor found
fulfilment for se1f-actualization. Specifically, the
purpose in life construct was investigated in this
study. On the other hand, mothers were said to be
mentally healthy according to the negative (or passive)
mental health criteria when they showed no excessive
amount of psychiatric symptoms, such as sleeping
problems, headache, stomach ulcer, backache, anxiety
responses, depressive responses, and social
dysfunctioning problems.
3.2 The Concept of Stress
The concept of stress is elusive because it is
poorly defined and there is no single agreed definition
in existence (Cox, 1978). Stress is originally used for
any kind of hardship, burden, pressure or compulsion
inflicted on a person or on a material object (Richter,
1960). Informally, stress is therefore defined as a
response to pressure, responsibilities and threats from
the environment (Richter, 1960). Such concept has now
been widely applied to physiological, psychological and
social science.
Initially, the study of stress as revealed in the
scientific literature is the response-based model which
tends to be concerned with the particular response or
pattern of response of the person who is or has been
under the pressure from a disturbing environment. That
response or pattern of response is actually treated as
stress. Thus, occurrence of the response syndrome are
the simultaneous occurrence of stress. In studies of
this nature, stress is usually treated as the dependent
variable, as the response to a stressor which refers to
an event or condition that elicits reaction (Cox, 1978).
Han Selye is the pioneering worker on this particular
view of stress. He defined stress as the nonspecific
(physiological) response of the body to any demand made
upon it (Selye, 1976). He saw stress as the person's
response to the demands of his environment and his
primary concern was for the physiological mechanism. He
believed that the physiological stress respones did not
depend on the nature of the stressor. The response
syndrome represented a universal pattern of defence
reactions serving to protect the person (Cox, 1978). He
also suggested that the person's defence reaction
progressed with continual exposure to the stressor
through three identifiable stages which he called the
General Adaptation Syndrome. These 3 stages are: 1. an
alarm reaction, in which adaptation has not yet been
acquired; 2. the stage of resistance, in which
adaptation is optimal; and 3. the stage of exhaustion,
in which the acquired adaptation is lost again (Selye,
1974).
Selye (1974) postulated that this response was
nonspecific so that any noxious stimulus would produce
the same stages of response. If these defence responses
were severe and prolonged, it would result in disease
states. Illness can be the cost of the defence against
exposure to stressor (Cox, 1978), such as coronary
artery disease, angina, heart disease, arthritis, high
blood pressure, and even cancer (Parrino. 1979).
However, Se1 ye's model concentrates on attention on the
body's physiological response to stressors but ignores
the role of psychological processes. Subsequent research
has casted doubt on such approach and, in fact,
suggested that emotional arousal may have been the
underlying factor responsible for the physiological
reactions that Selye consistently observed (Thoits,
1983). It is now suggested that much of the
physiological response is not directly determined by the
actual presence of the stressor but by its psychological
impact on the person (Cox, 1978), and such psychological
stress is cognitively appraised by the person (Lazarus,
1981). So, physiological definitions are of limited
usefulness because they eliminate from study those
people who show no physiological response in stressful
situtat i on.
Adding a psychological component to stress has had
important practical and theoretical implications. Cox
(1978) viewed that stress is a complex and dynamic
system of transaction between the person and his
environment. He further stated that stress was an
individual perceptual phenomenon rooted in psychological
process. Novaco (1980) pointed out that psychological
formations of stress emphasized the role of the
perceived environmental demands and the individual's
perception of threat that must be determined in order to
calibrate potential adverse effect. In other words,
stress arises when there is an imbalance between the
perceived demand and the person's perception of his
capability to meet that demand. So, the person's
cognitive appraisal at this stage is very important.
After the person has recognized his limitation and the
imbalance between demand and capability, he then
experiences stress in ways established with emotions
such as anger, anxiety, depression, fear, grief,
jealousy and shame (Cox,1978). The experience of stress,
i.e., the perceived stress, is a private event and can
only be shared indirectly by verbal or written report or
from appearance or behaviour (Cox,1978). Such experience
of stress is in turn accompanied by physiological and
psychological responses with attempts to reduce the
stressful nature of the demand (Cox,1978). The
physiological responses include the following symptoms:
the increase in heart rate, blood pressure, oxygen
consumption, blood glucose level, sweating, dryness of
month, delation of pupils, difficult breathing, hot and
cold spells, numbness and tingling in parts of the limbs
(Cox,1978). The psychological responses invlove
cognitive and behavioural strategies. The cognitive
effects are frequent forgetfu1ness, hypersensitivity to
criticism, inability to make decisions and concentrate,
and mental block, whereas behavioural effects are
emotional outburst, excessive eating or loss of
appetite, excitability, impulsive behaviour, impaired
speech, restlessness and trembling (Cox,1978).
There are two kinds of threats, namely the acute
stress and the chronic stress. Acute stress is an
immediate and real emergency involving potential
physical harm or psychological loss, whereas chronic
stress involves a long-term frame in which the person's
adaptive resources are being taxed for long periods of
time, resulting in long-term physiological and
interpersonal problems (Farmer, Monahan, Hekeler, 1984).
Cox (1978) stated that the cost of stress is
expressed in terms of effect on the physical and
psychological well-being. If the normal coping is
unsuccessful in reducing or removing the experience of
stress, then normal behaviour breaks down and abnormal
behaviour may arise and eventually to the extreme that
there may be a total collapse of behaviour resulting in
disturbing physiolgical and psycholgical disorder
(Cox,1978).
The stress-related symptoms can be studied by
symptoms inventories which consist of several
psychological and psychosmatic symptoms items, evaluated
on an ordinal scale (Thoits, 1983). The most popular
inventories of distress are the Health Opinion Survey,
the Gurin Index, and the Langner 22-item Index. Acute
current preceived stress can be measured by global
assessment (Cohen, Kamarck, Mermelstain 1983; Linn,
1985). Cohen, Kamarck Mermelstein (1983) stated that a
psychometrica11y sound global measure of perceived
stress could provide valuable additional information
about the relationship between stress and pathology.
In conclusion, stress occurs when the person
perceives his or her adaptive capacities or resources
cannot match with the environmental demands andor his
or her needs are constrained by environmental
opportunities. It is subjective. It is experienced and
indicated by self-report of the individual in the form
of physiological and psychological symptoms. If normal
coping is ineffective, stress is prolonged and abnormal
responses may occur thus giving rise to functional and
structural damage. Diagram 1 illustrates the dynamic
system of stress. The measurement of the stress-related
symptoms can use symptoms inventories or whereas acute
perecived stress by global measurement. The advantages
of using psychometric approach are that such
structured parameters permit unambiguous interpretations
of the results and ensure that the stimuli, responses
and scoring procedures are standardized (Shek Mak,
1987).














3. 3 The Concept of Socj_a 1_ Suggort
Since the 1970s, there has been a dramatic increase
of interest in the concept of social support as it
affects health and well-being (Cohen Syme, 1985). The
conceptualization of social support has been
distinguished into 2 perspectives: self-relevant
information and support resources (Turner, 1983). From
the perspective of support resources, Caplan (1974)
analysed social support on its formal sources, such as
professionals, paraprofessionals, and self-help groups
in which actual aid and its availability are emphasised.
From another perspective, interest focuses upon social
support as significant affectional content and
psychological function (Turner, 1983). In other words,
like the concept of stress, social support is regarded
as a personal experience rather than as a set of
objective circumstances. Perhaps the best known
conceptualization of perceived or experienced social
support has been provided by Cobb (1976) who reveals
social support as information belonging to one or more
of the following three classes: 1. information leading
the subject to believe that he is cared for and loved;
2. information leading the subject to believe that he is
esteemed and valued; and 3. information leading the
subject to believe that he belongs to a network of
communication and mutual obligation (P. 300). Barrera
(1981) also observed from this perspective that it is
the cognitive appraisal of support that is regarded as
the central target of necessarily qualitative measures
of support (p.71). Therefore, Turner (1983) refers
social support as the clarity or certainty with which
the individual experiences being loved, valued, and able
to count on others should the need arise (P.110).
Many researchers have described different types or
categories of social support (Schaefer et al., 1958;
Caplan, 1974; Dean Lin, 1977; Hirsch, 1980; Gottlieb,
1980; House, 1981; Jacobson, 1986; Wills, 1985). The
various types of categorizations as revealed by the
researchers appear to be derivatives of the following
classifications by Wills (1985) as based on the
supportive function of each given social relationship:
A. Esteem Support
When one is having someone available with whom one
can talk about problems with a strong effect to
counteract self-esteem threats, this supportive function
is termed as esteem support, emotional support,
ventilation or a confident relationship. By receiving
acceptance and approval from others, a person's self-
evaluation and self-esteem are enchanced. This type of
support would be expected to have its greatest effect
primarily for persons who are under considerable stress.
B. Status Support
Participation in community activities such as
school boards, service organizations, social clubs
provides evidence of being a valued member of the
community and of having the capacity to work effectively
with other community members. This aspect of support has
been discussed by researchers using terms such as social
regulation, social integration; or embededness in
social roles.
Conformation SuDoort
This is a process through which other persons may
provide information, advice, and guidance. Under
ordinary circumstances, most people probably have the
information necessary for effective functioning. It is
only when environmental stresses exceed the person's
available knowledge and problems-solving ability that
additional information and guidance become necessary.
Thus, this type of support should be most relevant for
persons who are highly stressed.
D. Instrumental. Support
This is also termed as aid, tangible support or
material support, and can include a wide range of
activities such as providing assistance with household
chores, taking care of children, lending or donating
money, running errands, providing transportation,
helping with practical tasks and providing material
goods. Rendering help in times of physical injury or
illness is a particularly important form of instrumental
support because it reduces task load or provides
increased time for leisure activities. This type of
support is probably particularly relevant for low-income
persons who are overwhelmed with instrumental chores and
are financially unable to buy assistance.
E. Motivational Sucoort
This is providing motivation enhancement,
encouraging persons to persist in their efforts at
problem solutions, reassuring them that their efforts
will ultimately be successful, and helping them to
endure frustration. By providing continuing support may
hp]n to avoid deoression.
The most basic means by which human needs for
social support can be met is one's social networks which
is a specific set of linkage among a set of significant
others (Mitchell, 1966; Germain and Gitterman, 1980;
Tietjen, 1980; Walker, 1977). Mitchell (1977) defined
that an individual is the ancher point for his or her
own set of linkages, and each link is a relationship
between two people. The significant others include kin,
freinds, neighbours, workmates, and acquaintances. The
characteristics of the linkages themselves affect the
social behaviours of the various persons involved in the
networks (Germain and Gitterman, 1980). Germain and
Gitterman (1980) elaborated that social networks
provide emotional resources for meeting the need for
human relatedness, and for recognition and affirmation
as well as serve as mutual aid systems for the exchange
of instrumental resources, such as money, services
etc. (P.145). Yet, the lack of network may exert a
strong negative force leading to unmanageable stress.
Absence or inadequate social networks may associate with
social and emotional isolation. Germain and Gitterman
(1980) defined social isolation was the loneliness felt
because of unwanted distance from others whereas
emotional isolation is the painful loneliness caused by
the loss or absence of a specific attechment to a loved
person.
Froland, Panacoast, Chapman Kimboko (1981)
divided social networks ito formal and informal systems.
Informal networks are characterized by primary group
ties that are based largely on feelings of emotions and
obligation, whereas formal networks usually operate
under systems of explicit categories for assessing need
or eligibility, formal rules of procedures, arid
objective standards for treating clients (Froland et
al., 1981). Formal social networks include professional
services, civic, business, voluntary and other
organizations. Informal social networks refer to two
categories: family and friends. Family includes extended
kin and marital partner, and friends include neighbours.
The individual functions of extended kin,
neighbours, friends and marital partner as informal
social netweorks are seen as follow (Germain and
Gitterman 1980):
Extended kin networks can maintain affective ties
and exchange resources even across geographical
distances. The kin networks are characterized by
permanence because even though kin may live apart, their
linkages are usually maintained by rapid transportation
and communication. Whether near or far, kin are most
suitable for tasks requiring long-term commitment such
as help during illness and periods of financial stress
(Germain and Gitterman 1980:177-178).
Marital support is the source -that the partners
provide one another with affection, feedback, and mutual
support for parental competence. Schulz Rau (1985)
pointed out that the more a spouse is perceived to be
available to discuss important personal problems and the
more he was perceived as approving of the wife's new
role as mother and housewife, the more satisfied
respondents were in their new roles and the less marital
strain they reported (p.142). Hence, when one of the
marital partner is an immediate source for affection and
means of gratifying emotional needs. On the other hand,
marital partners do not form ties that sustain family
life are risking physical and emotional damage to the
family unit (Gottlieb, 1980).
Neighbours as described by Germain and Gitterman
(1980) are frequently in face-to-face contacts and are
particularly for helping with immediate emergencies and
short-term tasks ranging from the trivial to the
catastrophic. Warren (1980) also saw that neighbour
serves to mitigate some of the depersonalizing
influences of the urban environment and often provides a
sense of social belonging for individuals as well as
help including emergencies and daily crises (P. 64-66).
Friendships do not possess the characteristics of
kinship and neighbour networks, i.e., friendships lack
permanence and the frequent face-to-face contact.
However, they build on bonds of affection ad concern
developed through free choice. Friends as reported by
Germain and Gitterman (1980) may be located in various
primary groups- works, religious, social and
recreational, and each such group represents a source of
potential friendship ties for affective and instrumental
support.
Tietjen (1980) stated that people preferred to seek
support from informal social networks systems rather
than from social services (formal social networks
systems) because people strived to acheive competence
and control over their own lives and environments. So,
when people need support and assistance, they look for
resources that will increase their feelings of
competence and of control over their lives. They thus
turn to friends, relatives, neighbours and kin with
whom they have relationship based on esteem rather than
on authority, on reciprocity rather than on
unidirectional aid (Tietjen, 1980:19).
There are 3 approaches in measuring social support:
the social-integration approach, the social network
analysis, and the social-psycho 1ogical or perceptual
approach (Turner, 1983).
The social-integration approach assesses social
support in terms of the individual's connections with
other, including primary and secondary relationships anc
both formal and informal group associations in which
data are obtained on four kinds of social ties:
marriage, contacts with close friends and relatives,
church memberships, and formal informal voluntary
associations (Turner, 1983:112). However, there are
serious criticisms on this approach. This type of
measure does not seem to be reliable because it is not a
direct measure of social support received, but a rather
global measure of potential social support resources
(Barrera, 1983). Gottlieb (1981) also viewed that this
approach yielded little useful information about social
support. We 11 man (1981) argued that to study the
conditions under which individuals do get support, we
must allow for the possibility that many of their ties
are not necessarily supportive (p.172).
The social-network analysis is a distinct am
promising approach to estimating the capacity o]
potential of social environments for providing suppori
and attempts a more complex and comprehensive analysis
of social environments (Turner, 1983). Walker, MacBride
Vachon (1977) listed out the characteristics of the
network which are most relevant to support: These
factors include: 1. size: the number of persons with
whom the individual maintains social contact; 2.
strength of tie: which can include intimacy as well as
time and intensity involved in the tie; 3. density:
connectedness in terms of the extent to which network
members know and contact one another independently of
the individual; 4. homogeneity of membership: the social
and demographic similarity of network members; and 5.
dispersion of members the ease with which network
members can get together. Barrera (1981) argued that in
the past social support researches, quantitative
measurement of social support had dominated but recent
researches had put more emphasis on the quality of
social support. Gottlieb (1981) implied this approach
provided a wholly adequate basis for assessing social
networks support. Turner (1983) added that this approach
appears comprehensive and avoids the pitfall of
assuming that ties are necessarily supportive (p.114).
However, empirical evidence for the utility of such
measures is low because of methodological reasons. It is
quite costly to collect and process the amount of data
necessary to characterize fully the structure of social
networks, and the validity of network data reported by
the focal person had yet to be assessed (House Kahn,
1985).
The social-psycho 1ogical or perceptual approach
focuses on the experience of being supported by others.
Turner (1983) described that the focus was expressed in
such terms as emotional support, experienced support,
attachment, need satisfaction, and satisfaction with
one's marriage or other significant relationship; and
one prominent procedure is to assess the presence or
availability of a confiding relationship (P. 115). In
other words, the major findings are in relation to
the confident question though typical social interaction
questions are also employed. The weakness in this
approach is that most researchers develop their own
scales so there are almost as many different measures as
there are studies (House Kahn, 1985). House Kahn
(1985) commented that most studies presented reasonable
evidence for the reliability of their social support
measures, but the evidence for construct validity was
limited. There are few negative results but the positive
results may be somewhat artifactual and not very
generalizable. Thus, it was unable to find a single
measure that was so well validated and cost-effective
(p.94). Despite the above-mentioned shortcomings, this
approach enables researchers to measure and understand
both the social context in which the individual operates
and the extent to which this environment is experienced
as supportive (Turner, 1983).
Social support in this study was referred as the
perceived social support to which individual believed
that his or her needs for support, information anc
feedback were fulfilled. It was adopted in this study
because it did address the extent to which the
individual experienced the support of other. The
perception of the availability and adequacy of social
support obtained is more relevant to that person
concerned than the actual social support that has been
given or the quantity of social ties that person has
possessed. Cobb (1976) had argued that social support
was essentially information that an individual is
live, esteemed, and part of a network of communication
and mutual obligation. Thus, from this perspective, it
is the cognitive appraisal of support that is regarded
as the central target of necessarily qualitative
measures of support (Barrera, Jr. 1981). Thus using this
approach, subjective appraisal of social support can be
rsntnrpH.
3.4 Stress, Social SuDDort and Mental Health
The concept of stress and its health implications
have received a greated deal of attention in recent
decades. In the study of a representative sample of the
Chinese-American adult population in Washington, D. C.,
Lin, Eusel, Simeon, and Kuo (1979) showed that stress
is positively related to psychiatric symptoms. That is
to say, if higher stress level is perceived, higher
psychiatric symptoms will be experienced. Many
researchers also found that exposure to stress
continuously increases the person's risk for ill health
and psychological impairment (LaRocco, House, French,
Jr. 1980; Lin, Ensel, Simeone, Kuo, 1979; Kuo Tsai,
1986; Cohen, Kamarck Mermelstein, 1983). Based on the
arguments and the impirical findings of the researchers,
if people perceive high stress level, they will
experience more psychiatric symptoms, whereas those
perceived lower stress level, they will experience less
psychiatric symptoms. Thus, people with high psychiatric
symptoms will experience lower mental health status.
There is much discussion among researchers about
the relationship between social support and mental
health. Basically, it is viewed that social support
exerts a direct and positive influence on mental health
regardless of the levels of stress (Gottieb, 1983) That
is, if people are embedded in a supportive environment,
they should be mentally healthier than those who are
not. In other words, people who are socially isolated or
who have little access to social support are at greater
risk of ill health than those who are socially
integrated or who have access to social support
(Gottieb, 1983, Lin, 1986). Thus social support serves
as a health-promotive function as suggested by Gottieb
(1983) that it may shield people from exposure to
certain types of stressors and may enhance health and
morale in general. That is, if people have access to
social support, they should have less perceived stress.
Furthermore, the direct and independent influence on
mental health and stress should operate regardless of
the person's socioeconomic background, sex,
psychological resources, age or marital status, and
should remain true when a person is confronted with a
significant life event (Lin, 1986). This view does not
deny that those other factors will also influence mental
health. But, as Lin (1986) argued that even when those
factors in mental health have been taken into account,
the degree of social support should remain a direct
influence on predicting and explaining the variations in
mental health among individuals (p.174).
Several studies have revealed that social support
has a positive influence on people's mental health.
Berkman Syme (1979) conducted a longitudinal study of
the age-adjusted mortality rates and found out that
people with the lowest level of social contacts at the
time the study started had mortality rates 2 to 4.5
times greater after 9 years than those with many social
contacts. House, Robbins Metzner (1982) replicated
Berkman and Syme's work and discovered that mortality
rates of men reporting a high level of social
relationships and activities were significantly lower
than those with low levels 9 to 12 years earlier. Thus,
social isolation or impoverished social participation
seems to be a generalized risk factor (Gottieb, 1983).
LaRocco and Jones (1978) studied the relationship
between various types of work stressors and support from
supervisors and coworkers as they affected the
expression of distress in the form of job
dissatisfaction, poor self-esteem, and intention to
leave the job. They discovered a direct correlation
between social support from supervisor and coworkers and
job satisfaction.
Furthermore, the impact of stressor on mental
health is stronger under conditions of low support than
of high support (Gottieb, 1983; Kessler Mcleod, 1985;
Lin, 1986). Lin (1986) argued that there were factors
that could buffer the stressing effects of life events
and social support might be an important one. Gottieb
(1983) described this phenomenon as stress-buffering
effects of social support which played a major role in
mediating the harmful effects of life stress such that
at times of high stress, those having high social
support were likely to experience fewer symptoms of
psychological distress. In other words, deleterious
effects of stress on health may be lessened in the
presence of social support while remaining strong when
individuals having little or no support. The major
review paper of Cobb (1976) implied that this mediating
effect of support had been fairly well demonstrated, and
argued that such beneficial effects of social support on
mental health would be observed only among people who
exoerienced stress.
Empirical studies have exposed the buffering
functions of social support. Barrera (1981) studied the
adolescent mothers and their adjustment to parenthood
and discovered that mothers who were embedded in sizable
social networks or who participated in networks that
were largely free of interpersonal conflict did not
evidence depressive reactions to life stressors.
LaRocco, House French (1980) in their study on social
support, occupational stress and health revealed a
significant interaction effect between social support
and job stress on mental health. Lin, Ensel, Simeone
Kuo (1979) reported the ameliorative effects of social
integration on the expression of symptomatology among a
sample of oriental persons. Gove (1978) found that
social support buffered industrial workers against many
deleterious effects of job loss on health.
Thus, among the discussions of the researchers in
regard to the role of social support plays relative to
mental health, social support is either viewed as an
independent factor with a direct positive influence or
as a mediating factor with a buffering effect.
Based on the preceding discussion, the possible
relationships between stress, mental health and social
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3• 5 Research Questions and Qoncegtual HZ£22.theses
After reviewing the relevant literature, empirical
studies and the theoretical frameworks on the various
variables, the present study aimed at answering the
following research questions:
(1) When mothers have to take care of a severely
mentally retarded adult offspring, what level of stress
would they experience? What would be their mental health
status?
The hypothesis derived from this question is that a
significant proportion of the mothers with a severely
mentally retarded adult offspring would have high
perceived stress level and poorer mental health in terms
of the positive and negative mental health criteria.
(2) If the mothers with a severely mentally retarded
adult offspring perceive higher social support from
their marital partner, family members or friends, will
they display less psychiatric symptoms and more purpose
in life (Arrow bl in diagram 2)? On the contrary, if
the mothers perceive lower social support, will they
display more psychiatric symptoms and lower purpose in
life (Arrow al in diagram 2)?
The hypothesis derived from the preceeding discussions
is that perceived social support of the mothers with a
severely mentally retarded offspring is positively
related to their mental health defined in terms of the
positive and negative mental health criteria.
(3) If the mothers with a severely mentally retarded
adult offspring perceive higher social support from the
marital partners, family members and friends, will they
experience lower perceived stress level (Arrow b2 in
the Diagram 2)? On the contrary, if the mothers perceive
lower social support, will they experience higher
perceived stress level? (Arrow a2 in diagram 2)
The hypothesis derived for this question is that the
perceived social support of mothers with a severely
mentally retarded adult offspring is negatively related
to perceived stress level.
(4) If the mothers with a severely mentally retarded
adult offspring perceive a high perceived stress level,
will they display more psychiatric symptoms and lower
purpose in life (Arrow c2 in Diagram 2)? On the
contrary, if the mothers perceive lower perceived stress
level, will they display less psychiatric symptoms and
more purpose in life (Arrow cl in diagram 2)?
The hypothesis derived from this question is that
perceived stress level of the mothers with a severely
retarded adult offspring is negatively related to
mental health status defined in terms of the positive




This study utilized community survey method to
obtain the information required. The design was one time
and cross-sectional by face-to-face interviews with
structured and closed-ended questionnaire. Due to the
fact that most of the mothers in the sample were lowly
educated or even illiterate, the designed questionnaire
could not be se1f-administered. Hence, interview survey
was employed.
Using interview survey in this study achieved high
return rate and avoided incomplete answers. Interviews
were conducted by the author and the staff of„ the
respective centres. Before the implementation of the
data collection process, the staff members responsible
for the data collection were carefully explained and
briefed about the purpose of the study. The
interviewing techniques and especially the content of
the questionnaire were studied intensively by the staff
with the assistance from the author so as to achieve
standardization in the data collection process.
Moreover, the staff of the respective centres had
already established a good rapport and trust from the
mothers so that the factors of self-deception and social
desirability were minimized.
4. 2 Sub j_ect
The subjects of this study were mothers in caring
for a severely mentally retarded adult. Mothers in this
study referred to those no matter they were natural,
adoptive, step, or substitute who had to take care of
their severely mentally retarded adult offspring.
Severely mentally retarded adult in this study
referred to those individuals who were receiving
training at day activity centres or training centres
with age 16 or over and who had been certified by their
latest psychological tests before admission to be of
severe grade mentally retarded, i.e. with an IQ of 25 to
35 or equivalent, and their mental retardation was
indicated in the report as the primary handicap.
Owing to the limitation of time, resources, and
manpower, it was impossible to study all the mothers in
caring for a severely mentally retarded adult. On the
other hand, it was also technically impossible to
compile a complete list of such mothers. Nevertheless,
due to the fact that the severely mentally retarded
adults could receive training in the day activity
centres, as an alternative, the day activity centres
formed the basis for subject recruitment in this study.
According to the Social Directory for the Mentally
Handicapped (1985), the Kwun Tong District consisted of
4 day activity centres which constituted about 14 of
the services for the severely mentally retarded adults.
As an exploratory study, the Kwun Tong District was
chosen for study, and the mothers of these severely
mentally retarded adults who were attending the day
activity centres formed the universe of this study. It
was hoped that the result of this study could be applied
to other districts in studying similar nature of
problems because the Kwun Tong District was a typical
example of other districts in Hong Kong since it was one
of the deversified communities comprised of residential,
commerical, and industrial area with the population
included upper, middle and lower socio-economic classes.
Totally there were 110 mothers, and among these
mothers, 80 responded and completed the questionnaire
through interview. 5 were chosen for the pilot study.
The rejection rate was 23.7%
4. 3 Sampling Procedures
After the district area was chosen for this study,
permission to use the cases of the 4 day activity
centres was sought. Among these 4 centres, 2 were run by
the voluntary organizations and 2 by Social Welfare
Department. After the organizations had confirmed their
participation, the number of mothers in each centre was
obtained.
The total number of mothers from the 4 day activity
centres were 110 as at 1.1.1988. The whole cases were
then included in the sample for the present study. With
the help from the centre-in-charge, consent of the
mothers was obtained before the data were collected. A
brief orientation about the study was also given to the
agencies concerned so as to minimize the rate of
re f usal.
4.4 instruments for Measurement
The research instrument was a structured
questionnaire consisted of the following areas:
4.4.1. Scales measuring the mental health status
The instruments adopted to measure the mental
health status of the mothers in caring for a
severely mentally retarded adult consisted of the
General Health Questionnaire (GHQ-30), and
Purpose in Life Questionnaire (PIL). All these
were objective psychological scales that had been
commonly employed in assessing individuals'
mental health status in the Chinese Context
(Shek Mak, 1987; Chan Chan, 1983; 3hek,1986;
Lee, 1981). While the first instrument attempts
to measure mental health using negative (passive)
mental health criteria, the latter one assesses
mental health from a positive viewpoint.
Genered Head th Questionnaire
The Chinese version of the General Health
Questionnaire (GHQ-30) was employed in this study
to measure the acute symptoms of mental health
status of the mothers. Originally, the General
Health Questionnaire was designed by Goldberg
(Goldberg, 1972; Goldberg Blackwell, 1970) to
detect current non-psychotic disturbances in
general practice patients. Being a brief and
se1f-reported psychiatric symptoms scale, the GHQ
had also been used as a first-stage screening
instrument in community surveys and
epidemio1oaical studies.
The original form of the GHQ consisted of 60
items covering from physical symptoms and overt
psychiatric disturbances. Each item in the
questionnaire asked whether the respondent had
recently experienced a particular symptom or item
of behaviour on a scale ranging from less than
usual, no more than usual, rather more than
usual to much more than usual. Subsequently,
GHQ was modified to GHQ-30, and GHQ-12. Physical
illness items were excluded in GHQ-30.
The scoring method of GHQ could be either by
the Likert method (0-1-2-3) or the 0-0-1-1
method. In this study, both scoring methods were
used, and the cutoff score for 0-0-1-1 method was
56 as recommended by Chan Chan (1983) whereas
Likert method was 4041 as recommended by Shek
( in press) for the identification of a
psychiatric 'case'.
The Chinese version of GHQ-30 was translated
by Chan Chan (1983) and its reliability and
validity measures were established in the local
context. It was further supported by Shek (1987).
In general, the GHQ assessed 5 dimensions of
psychopatho1ogy including anxiety, inadequate
coping, depression, sleep problems and social
dysfunctioning areas (Chan and Chan, 1983).
The reasons of adopting the Chinese version
of the GHQ-30 in measuring the general mental
health status of the mothers were:
1. It is a convenient and less time-consuming
objective instrument in detecting psychiatric
morbidit y.
2. It has locally established reliability and
validity (Chan, 1985; Shek, 1987). The alpha
coefficient in the study of Chan and Chan (1983)
was 0.85 whereas in the study of Shek (1987)
was 0.88.
Purpose m LJ_fe Questionnaire
Jourard and Landsman (1980) regarded purpose
in life as an important component of positive
mental health, and from a clinical point of view,
a tremendous low level of purpose in life may be
maladaptive in living and it is normally a
feature of depressive symptoms (Shek et al,
1987; Beck, 1970). Therefore, the questionnaire
was adopted as one of the measuring instruments
in measuring the mental health of the
respondents from a positive perspective.
The Purpose in Life questionnaire (PIL) was
devised by Crumbaugh (1968) with a total of 20
items measured by a seven-point Likert scale. The
total score was calculated by adding up
individual ratings given to each of the items.
The reliability and validity of the PIL were
well-established by several cross-validation
studies.
The Chinese version of the PIL was
translated by Shek (1986) and tested with high
reliability and validity in local context. The
Chinese version of PIL questionnaire consisted of
the following sub-scales: quality of life,
meaning of existence, death, choice, and
retirement (Shek, 1986).
The reasons of employing the Chinese version
of PIL were:
1. It is a convenient and less time-consuming
instrument to measure mental health status.
2. It has locally established reliability and
validity. The Cronbach's alpha and Guttman Split-
half reliability coefficient in Shek's study
(1986) was 0.84 and 0.82 respectively.
4.4.2. Scale measuring the perceived stress level
Stress level referred to the degree to which the
mothers appraised their life situation as
stressful. The stress-related symptoms and the
stress level of the mothers in this study was
measured by Langner's Scale and the Global
assessment of Recent Stress Scale.
Langne r_s Sea l_e
Langner's Scale is an instrument originally
designed by Thomas S. Langner (1962) in the
Midtown Study of mental disorder in Manattan, New
York City. This scale is one of the most common
and best evaluated instruments to estimate the
prevalence of chronic stress symptoms in non-
institutionalized populations through the use of
field survey techniques (Lee, 1981).
The Langner's Scale consists of 22 items
mainly deal with relatively mild forms oi
psychoneurotic and physiological symptoms. Scores
on the 22 items are summed for each respondent,
producing a scale with a range from 0 to 22, and
the original cutoff score was at 4. In other
words, a score of 5 or more was used to
discriminate between well and sick. However,
the cutoff point employed in this study was at 7
which was recommended by Langner (1962) who
stated that if one wanted to be fairly sure that
there was no false positives, a higher cutting
point, such as a score of 7 or more would be
better (p.275).
Originally, Langner's Scale was used to
provide a rough indication of where people lie on
a continuum of impairment in life functioning due
to very common types of psychiatric symptoms
(Langner, 1962). However, researchers
subsequently also adopted the Langner's Scale in
measuring stress symptoms. For example, Millar
(1979) used Langner's Scale to measure stress
level in his Biosocial Survey.The Langner's Scale
was adopted in this study to measure the chronic
stress-related symptoms of the respondents.
The Chinese version of Langner's Scale was
translated into Chinese in the Biosocial Survey
in Hong Kong (Millar, 1979) with established
reliability and validity. The alpha coefficient
was 0.78. In the effort to determine the
concurrent validity of the translated scale,
Millar (1979) found that the correlation of
Langner' Scale to Bradburn's (1969) Positive
Affect, Negative Affect and Affect Balance Scales
was -0.216, 0.497, and -0.467 respectively.
The reasons of adopting the Chinese version
of the Langner's Scale to measure stress-related
symptoms are:
1. It is a common and best evaluated instrument
to estimate stress symptoms in non-
institutionalized population (Lee, 1981).
2. It is convenient and less time-consuming.
3. It has locally established reliability and
validity.
Global Assessment of Recent Stress Scale
It is a useful instrument for helping
individuals assess their current feelings of
stress because it is not an event related type
scale but one that seeks to help the individual
appraise overall feelings of stress (Linn, 1985).
There were 8 items including work, interpersonal
relationship, change in relationship, sickness or
injury, financial difficulty, unusual
circumstance, and daily changes recently, and the
estimate of the overall level of stress.
According to Linn (1985), The GARS was a reliable
and valid method for estimating perceived current
stre ss.
The GARS was translated into Chinese by shek
Mak (1987) and employed in a local study which
proved that such instrument was valid and
reliable in measuring that current stress level
in local context.
The Chinese version of GARS established by Shek
Mak (1987) was employed in this study because:
1. It is a convenient and less time-consuming
instrument.
2. It has been proven to posssess high
reliability and validity in local context. In the
study of Shek, and Mak (1987), the Cronbach's
alpha and Guttman's split half was 0.8603 and
0.8255 respectively.
4.4.3. Scales measuring perceived social support
Two scales namely the Perceived Social
Support from Family (PSS-FAMILY) and the
Perceived Social Support from Friend (PSS-
FRIEND) were employed in this study to measure
perceived social support. These two scales were
developed by Procidano and Heller C1983). The
scales measured the extent to which an individual
perceived his need for support, information and
feedback being fulfilled by family and by friend.
Procidano and Heller considered the separation of
the two kinds of perception to be critical
because different individuals would rely on the
two sources differently. Both scales had high
reliability and validity as tested by the authors
of the scales. The Cronbach's alpha of PSS-FAMILY
and PSS-FRIEND were 0.90 and 0.88 (N=222)
respectively in their studies with college
students as subjects (Procidano Heller, 1983).
The PSS-FAMILY and PSS-FRIEND each had 20 items.
Each scale consisted of declarative statements to
which the respondents answered yes', 'no', or
don't know'. In each item, the response
indicative of perceived social support was scored
ss 1 so that the total score for each scale
ranged from 0 indicating no perceived social
support to 20 indicating maxmium perceived social
support as provided by friend, family members and
marital partner. Mo and don't know response would
not be scored. The resulting summated scores were
treated as interval scales.
The responses of 'yes' in question number
3,4,16,19,and 20 of PSS-FAMILY indicated no
perceived social support from family or marital
partner and were scored 0 whereas the responses
of 'yes' in the other items indicated otherwise
and were scored 1 in each item. Similarly, the
question number 4,8,9,17,20,and 22 of PSS-FRIEND,
response of 'yes' indicated no perceived social
support from friends and were scored 0.
Respondents' total scores near to 0 or lower than
the mean were considered to have low perceived
social support.
The scales used in this study was the Chinese
version translated by CHLJ( 1987) who used the
scales to study the relationship between social
support and adjustment to spinal cord injury. The
study indicated high reliability in both scales
for measuring perceived social support. In her
study, the Cronbach's alpha for PSS-FAMILY and
PSS-FRIEND were 0.93 and 0.85 resoectivelv.
In this study, the degree of support given
by the friends was measured by the PSS-FRIEND;
the family members by PSS-FAMILY. Moreover, the
PSS-FAMILY was also adapted to measure the degree
of support given by the husband (PSS-MARITAL).
(Part F of the Questionnaire in Appendix A)
Two additional items were added in these two
scales. The first one was the overall impression
on social support as perceived by the respondents
so as to counter-check the resondents' answers to
those previous items. The second one was a
question asking the respondents about what
categories of family members or friends from whom
they could receive perceived support so as to
provide some information on respondents' social
network systems.
The PSS-FAMILY and PSS-FRIEND Scales were
used in this study because;
1. It is a convenient and less time-consuming
instrument.
2. It has high reliability in measuring percieved
social support from family and friends in western
culture.
3. It had been proven to yield satisfactory
reliability in the local context (Chu,1987).
4.4.4. Source list of stressors in caring for a severely
mentally retarded adult
In order to identify what were the major
sources of life stressors of the mothers in
taking care of the severely retarded adult
offspring, a source list was constructed after
consulting the professionals in the
rehabilitation field as well as discussion with
the mothers of the severely mentally retarded
adults. Respondents were required to indicate
their responses to the 15-item list.
4.4.5. Personal variables
This was related to the personal and socio
economic variables of the respondents includin
location of residence, types of housing, famil
size, number of children, income level, duratio
of stay in Hong Kong, duration of marriage, age
occupation, education level. These variables wer
used to correlate with the clinica
scores as a fundamental descriptive epidemiology
n f f h i c c f
4.5 Prnnprjurp
Having set up the initial draft of the
questionnaire, it was tested in a small sample of 5. The
aim was to find out if the questions proposed for the
survey would work. In other words, the pilot study was
to check the appropriateness of the questionnaire
contents, its length and its validity. Those taken for
the pre-test were excluded from the main study. Then,
the questionnaire was revised before adopted for the
When the questionnaire was ready and the
respondents indicated their willingness to respond,
appointments were then made with the respondents by the
centre staff who acted as interviewers. Data were
collected bv nersonal interviewina.
All interviews were conducted at the home of the
respondents so that the respondents could provide their
answers more freely at ease and under a relaxed and
familiar environment.
4. 6 Data Anaiys j_s
All data collected were checked and coded by
the author. The Statistical Package for Social Science
(SPSS-X) was employed for data processing (Nie Hull,
1985).
Pearson Product-moment Correlation Coefficient
Cr) was employed to measure the strength and direction
of the association among the clinical scales. The
bivariate relationships were further revealed by
employing MANOVA.
Internal consistency reliability of all the
scales was revealed by Cronbach's alpha coefficient and
Guttman's split-half reliability coefficients.
Concurrent validity of the scales were also tested.
CHAPTER FIVE
RESULTS
The data of the study would be reported in five
aspects. The first aspect of the findings were related
to the psychometric properties of the instruments
employed would be reported in Section 5.1. The second
aspect of the data were the general description of the
respondents which would be presented in Section 5.2. The
third aspect was concerned with the support measures
findings which would be reported in Section 5.3.
Epidemiological findings would be reported in Section
5.4. Lastly, the interrelationships among the mental
health status, the perceived stress level and the
perceived social support from marital partner, family
and friend were reported in Section 5.5.
5. 1 Psychome tr_ic Properties of the instruments
5.1.1 Mean and standard deviations of the items
a) General Health Questionnaire-30
The mean and standard deviation of the items in
the General Health Questionnaire, using 0-0-1-1 scoring
method (GHQ) and Likert scoring method (GHQLIK), were
reported in Table 1. According to the data obtained, the
mean responses to item 1, 2, 3, 6, 11, 14, 22, and 28
were higher than the others. The mean total score of GHQ
was 6.80, and the mean total score of GHQLIK was 33.50
Table 1 Mean and Standard Deviation of the 30 Items






























































































































































6.8C 6.51 33.50 11.59
b) Langner's Scale (LANGR)
The mean and standard deviation of the items of the
Langner's Scale level were presented in Table 2. The
mean responses to item 1, 2, 7, 8, 14 and 17 were higher
than the other items. The mean total score of the scale
was 6.563.
c) Purpose in Life Questionnaire (PIL)
The mean and standard deviation of the items in the
Purpose in Life Questionnaire were reported in Table 3.
The data indicated that the mean responses to item 13
and 16 were higher than the rest of the items in the
scale. The mean total score of the scale was 77.312.
d) Global Assessment of Recent Stress Scale (GARS)
The mean and standard deviation of the items in the
Global Assessment of Recent Stress Scale were shown in
Table 4. The results told that the mean responses to
item 1, 4 and 8 were much higher than the rest of the
items in the scale. The mean total score of the scale
was 29.837.
Table 2 Mean and Standard Deviation of the 22 Items
in the Lananer's Scale (LANGR)



































































M fa= n -f- n 6.56 4. 475
Table 3 Mean and Standard deviation of the 20 items
in the Purpose in Life Questionnaire (PIL)






























































Table 4 Mean and Standard Deviation of the 8 Items



























Mean total 29.837 13.421
e) Perceived Social Support from Marital Partner
(PRR-MaPTTar.i
The mean and standard deviation of the items in the
Perceived Social Support from Marital Partner were
reported in Table 5. In accordance with the data, the
mean responses to item 5,8,10, and 14 were higher than
the rest of the items in the scale. The mean total score
of the scale was 9.937.
f) Perceived Social Support from Family (PSS-FAMILY)
The mean and standard deviation of the items in th«
Perceived Social Support from Family were presented ir
Table 6. From the result, the mean responses to iter
1,8,10, and 14 were higher than the rest of the items ir
the scale. The mean total score of the scale was 11.037.
a) Perceived Social Support from Friend (PSS-FRIEND)
The mean and standard deviation of the items in th«
Perceived Social Support from Friend were shown in Tabli
7. The results of the data indicated that the meai
responses to item 5,9, and 13 were higher than the other
items in the scale. The mean total score of the seal
h) Source of Stressors in Caring for the Severely
Mentally Retarded Adult Offspring (SOUSTR)
The mean and standard deviation of the items in the
Source list of stressors were presented in Table 8. The
data showed that the mean responses to item 5 and 15 were
higher than the other items on the scale.































































Mean Total 9.937 6.508
Table 6 Mean and Standard deviation of the 20 Items






























































Mean total 11.037 6. 307






























































Mean total 9. 175 5.9S
Table 8 Mean and Standard Deviation of the 15 Items
in the Source list of stressors in Caring for















































5.1.2 Reliability of the Scalps
a) General Health Questionnaire
For the GHQLIK (using Likert scoring method) as
shown in Table 9, the Cronbach's alpha was 0.9190 and
the Guttman's split-half was 0.7899. The results thus
indicated that the scale was internally consistent and
reliable. A review of the individual items showed that
all items had high item-total correlations except items
4, 6 and 18.
For the GHQ (using 0-0-1-1 scoring mthod) as shown
in Table 9a, the Cronbach's alpha was 0.9135 and the
Guttman's split-half was 0.8555. The results indicated
that the scale was a reliable and se1f-consistent
measuring instrument. A review of the individual items
showed that all items had high item-total correlations
except item 8.
b) Langner's Scale (LANGR)
For the Langner's Scale as presented in Table
10, the Cronbach's alpha was 0.7333 and the Guttman's
split-half was 0.7510. Thus, the scale was considered
reliable and se1f-consistent. A review of the individual
items showed that most items had high item-total
correlations except item 6, 11, 13, 14, and 19.
c) Purpose in Life Questionnaire
For the PIL as revealed in Table 11, the
Cronhach's alpha was 0.7848 and the Guttman's split-half
was 0.8830. Thus, the scale was reliable and internal
consistent. A review of the individual items indicated
that most items had high item-total correlations except
items 5, 13 and 15.
d) Global Assessment of recent stress Scale
For the GARS as reported in Table 12, the
Cronbach's alpha was 0.8336 and the Guttman's split-half
was 0.8830. Thus, the scale was reliable and self-
consistent. Furthermore, a review of the individual
items showed that all items had high item-total
corre1 ations.
e) Perceived Social Support from Marital Partner
For the PSS-MARITAL as presented in Table 13, the
Cronbach's alpha was 0.8378, and the Guttman's split-
half was 0.8439. All these results indicated that the
scale was reliable and se1f-consistent. As indicated by
the individual items, most items showed high item-total
correlations except item 3,4, and 19.
f) Perceived Ssocial Support from Family
For the PSS-FAMILY as revealed in Table 14, the
Cronbach's alpha was 0.8523 whereas the Guttman's split-
half was 0.8189, indicating the high reliability and
se1f-consistency of the scale. From a review of the
individual items, it showed that most items had high
item-total correlations except item 3,4, and 16.
g) Perceived Social Support from Friend
For the PSS-FRIEND as reported in Table 15, the
Cronbach's alpha was 0.8055 and the Guttman's split-half
was 0.7926 indicating the high reliability and self-
consistency of the scale. A review of the individual
items showed that most items had high item-total
correlations except items 2,6,7,15,18, and 20.
Table 9 Reliability and Item-total Correlation
Statistics for the General Health




































































Table 9a Reliability and Item-total Correlation
Statistics for the General Health
Questionnaire-30 (using 0-0-1-1 scoring
method) GHQ































































Table 10 Reliability and Item-total Correlation
Statistics for the Langner's Scale (LANGR)
















































Table 11 Reliability and Item-total Correlation














































Table 12 Reliability and Item-total Correlation
Statistics for the Global Assessment of




















Table 13 Reliability and Item-total Correlation
Statistics for the Perceived Social Support













































Table 14 Reliability and Item-total Correlation














































Table 15 Reliability and Item-total Correlation














































5.1.3 VaLidity of the Scales
As the General Health Questionnaire-30 measures
acute psychiatric symptoms, Langner's Scale measures
chronic stress symptoms, Global Assessment of Recent
Stress Scale measures current feelings of stress and
Purpose in Life Questionnaire measures positive attitude
to life, all these instruments were considered to
measure different aspects of mental health. Concurrent
validity of the above scales could be measured by
examining the correlations among these scales which were
presented in Table 16. The data indicated that all the
scales correlated significantly among themselves.
The concurrent validity of the scales measuring
social support were presented in Table 17. After
examining the correlation among these scales, the data
indicated that all the scales correlated significantly
among themselves.
Table 16 Correlation Data on the relationship among
the various scales measuring different
aspects of mental health















p0.001 for all coefficients
Table 17 Correlation data on the relationship among
the various scales measuring social support








5. 2 Genera 1_ Description of the Resgondents
a) Age
The age of the mothers in the study ranged from 36
to 78. The mean age was 57 and the mode was 60 as shown
in Table 18. Among the 80 mothers as reported in Table
19, 44 were below the age of 60 (55%) and 36 were aged
60 or over (45%). Since age 60 is officially defined as
old age, all mothers in this study were at least in
middle age and almost half were even in old age.
b) Marital Status
Table 20 indicated that there were 63 mothers
married, 1 divorced, 2 separted, and 14 widowed. In
other words, 63 of the mothers were still staying with
their spouses during the study. The duration of their
marriage ranged from 13 years to 60 years with the mean
of 34, and the mode of 30. Table 21 showed that the
majority of the mothers had married for 21 to 40 years
(73%).
Among the 17 mothers who had lost their marital
partners, 9 (52.9%) were less than 10 years whereas 8
(47.1%) were over 10 years as indicated in Table 22. The
duration ranged from 1 to 21 years.
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Table 19 Level of Age of the Mothers
Level of age
Middle Age (below 60)
Old Age (60 or over) o a 4R r
Total
o rf t j
















Table 21 Duration of Marriaqe










Total 30 100. C









c) Duration, of Stay in Hong Konc
The range of the mothers' stay in Hong Kong was
from 12 to 70 years with the mean of 39 years, and the
mode of 40 years. Table 23 presented that 51 mothers
(63.6%) had stayed in Hong Kong for 21 to 40 years, anc
20 (25%) had stayed for 41 to 60 years. This indicatec
that the majority of the mothers had stayed in Hong Konc
for a long period of time.




















The majority of the mothers lived in public
housing (82.5%) followed by those lived in self-owned
private tenement flats (13.8%), rented private tenement
flats (2.5%) and lastly in squatter area (1.2%) as
indicated in Table 24.
e) Educatignai bevei
Table 25 reported that 57 mothers (71.3%) received
no formal schooling, and 41 (51.3%) were completely
illiterate. Among the minority who had received
schooling, most of them only reached to primary
standard. This obviously manifested that the mothers in
the study were lowly educated.
f) Family Situation
As indicated in Table 26, the number of children
the mothers had ranged from 1 to 9, and 92.5% of the
mothers had more than 2 children with the mode of 4.
Among the children as reported in Table 27 and 28, the
number of sons and the number of daughters ranged from 0
to 6 with the mode of 2 respectively.
The total number in the household as presented in
Table 29 ranged from 2 to 11 with the mode of 5. The
majority of the families (75%) had more than 4 members
in the household as indicated in Table 30.
g) Employment and Financial Situation
Table 31 illustrated that 20% of the mothers in the
study took up employment and 80% were unemployed.
Those presently employed had wages ranging from $500 to
$3000 per month with a mean wage of $1998 per month as
reported in Table 32. This indicated that only a
minority of the mothers were able to take up either
full-time or part-time employment. Among the working
mothers, half of the them (50%) earned not more than
$2000 per month.
As indicated in Table 33, there were 16 mothers who
did not know about the total income of their own family.
The majority of the families (47.5%) had a total income
between $3000 to $5000 per month and only 3.7% of the
families had income over $9000 per month.
h) Religion
Table 34 reported that 57 mothers (71.2%) practised
ancestor worship, 10 with no religious belief (12.5%), 1
catholic(1.2%), 4 protestants (5%), and 8 Buddism (10%).
Table 24 T v d e of Hnusin c












Total 80 1 cr r


















Table 26 Total Number of Children




























Total 80 100. 0
Table 27 Number of Sons























Table 28 Number of Daughters





















T O t d 1 80 100.0
Tab 1 e 2 9 Total Mumber of Mpmhpr; in f h ps Hnnpphnl
































Table 30 Level of members in the Household
Le ve 1 N S:
2-4









































Total 1 6 inn n
Mean: $1998.
























Table 34 Re 1iaion
Re 1iq i on N 'A
No re 1 i q i on
Catho1ic
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5. 3 Sgcja 1_ Support Perceived by the Respgndents
a) Perceived Sgc j_a 1_ Suppgrt from Marital. Partner
(PSS-MARITAL)
Based on the result on Table 35, the most commonly
reported responses were 'rely on spouse for emotional
support' (item 8 with 68.8%), 'deep spouse relationship'
(item 14 with 61.2%), 'spouse sensitive to your need'
(item 11 with 52.5%), '-spouse enjoys what you think'
(item 5 with 51.2%), 'open about things with spouse'
(item 10 with 51.2%), and 'spouse comes to you for
problems' (item 7 with 50%).
b) Perceived Sociai Support from Famiiy (PSS-FAMILY)
Table 36 presented the most commonly reported
responses which were 'deep relationship with family'
(item 14 with 75), 'rely on family for emotional
support' (item 8 with 75%), 'do things or making things
from family' (item 2 with 63%), 'moral support from
family' (item 1 with 62.5%), 'open about things with
family' (item 10 with 62.5%), and 'family sensitive to
your needs' (item 11 with 60%).
Table 37 presented the types of family members
rendering social support. The most common one was the
respondents children with 78 cases, and the others were
siblings with 19 cases, parents-in-law with 11 cases,
parents with 6 cases, daughter—in —1 aw with 3 cases and
uncles with 2 cases.
Table 35 Percentage of responses to the Items in
the Pereceived Social Support from
Marital Partner (PSS-MARITAL)





















moral support from spouse
do things or make things
from spouse




spouse enjoys what you think
spouse shares your interest
spouse comes to you for
proble m
rely on spouse for emotional
support
go to spouse when sad with
no uncomfort
open about things with spouse
spouse sensitive to your
needs
spouse comes to you for
emotional support
spouse helps you solve
proble m
deep spouse relationship






spouse thinks you good at
helping him
relationship with spouse































































Items with a high proportion response from the
mothers
Table 36 Percentage of responses to the items in the
Perceived Social Support from Family
(PSS-FAMILY)





















moral support from family
do things or make things
from fam i 1y








family comes to you for
probie m
rely on family for
emotional support
go to family when sad
with no uncomfort
open about things with
fami1y
family sensitive to your
needs
family comes to you for
emotional support








family seeks you for
companionship
family thinks you good
at he 1ping him
relationship with family































































Items with a high proportion of responses from the
mothers











c)Perce i ved Social Support from Frj,end (PSS-FRIEND
Table 38 illustrated the most commonly reported
responses which were 'rely on friends for support'
(item5 with 90%), 'deep friend relationship' (item 13
with 63.7%), 'open about things with friend' (item 9
with 61.2%), 'friend seeks you for companionship' (item
16 with 53.7%) and 'friend enjoys what you think' (item
O r.T i+- U R C 2?
Table 39 reported the types of friends rendering
soci31 support to the mothers. The most common one was
the neighbours with 65 cases, and the others were
coworkers with 36 cases, clans with 30 cases, and
school mate s with 7 cases.
Table 38 Percentage of Responses to Items in th
Perceived Social Support from Friend
(PSS-FRIEND)
Item DK Mc Ye s
1 moral support from friend
2 people closer to their
friend than you
3 friend enjoys what you
th ink
4 friend comes to you for
prob1e ms
5 rely on friend for
emotional support
6 keep to yourself when
friend upset with you
7 on the fringe of your
circle of friend
8 to friend when sad with
no discomfort
9 open about things with
friend
10 friend sensitive to your
needs
11 friend comes to you for
emotional support
12 friend helps you solve
probie m
13 deep friend relationship
14 friend do things or make
things from you
15 uncomfortable when confid
with friend
16 friend seeks you for
companionship
17 friend thinks you good
at helping him
18 relationship with friend
not as close as others
19 a good idea from friend
recent 1y






























































Items with a high proportion of responses from the
friends










5. 4 Source of Stressor j_n Carj_ng for a Severely Mental ly
Retarded Adu.lt Children CSOUSTR)
Table 40 illustrated the source list of stressors
of the mothers under study in caring for their severely
mentally retarded adult offspring. The strongest source
of stressor was 'worries about the future care of the
son after their own death' (item 15) with frequencies of
89.9%. The other strong sources of stressors were as
follows: 'daily attendance of the son' (item 5) with
frequencies of 62.5%, 'limited social activities in
caring for the son' (item 11) with frequencies of 49.9%,
'no employment in caring for the son' (item 13) with
frequencies 48.7%, 'anxiety in caring for the son' (item
10) with frequencies of 46.3%, and 'limited contact with
friends and kin' (item 12) with frequencies of 46.2%.
Table 40 Percentage of the source of Stressors in
Caring for the Severely Mentally Retarded
Caring for the Severely Mentally Retarded
Adult OffsDrinq
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1 i mited contact
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Items with a high proportion of response from the
mothers
5.4 Elde m _i_o l_oq j_ca 1_ Findings
Epidemiological findings on the mothers in caring
for a severely mentally retarded adult offspring would
be presented in two aspects. The first aspect was
related to the potential prevalence rates of the
different scales whereas the second aspect was the
frequency of responses to the various items in the
different scales employed. It aimed to achieve further
understanding of the specific mental health problems,
the nature of stress as experienced by the mothers in
caring for a severely mentally retarded adult in local
context. Based on these findings, implications on
improvement of services would be discussed.
a) General Health Questionnaire (GHQ-30)
Based on the 0-0-1-1 scoring method, the scores
obtained in the GHQ-30 of this study ranged from 0 to
29. Using 56 as the cutoff point, there were 44 mothers
(55%) classified as 'non-case' indicating 'absence' of
illness and 36 mothers (45%) were considered as 'case'
indicating breaks in normal functioning, as illustrated
in Table 41.
Based on the Likert scoring method, the score of
the GHQ-30 ranged from 15 to 80. Using 4041 as the
cutoff point, there were 65 mothers (81.2%) classified
as non-case indicating 'absence' of illness status
whereas 15 mothers (18.8%) were considered as case
indicating excessive amount of symptoms as illustrated
in Table 42.
Moreover, from Table 43, the items which a
significant proportion of mothers answered in a higher
pathological direction included item 1 with 48.7%, item
2 with 46.3%, item 3 with 44.9%, item 11 with 33.8%,
item 14 with 32.5%, item 28 with 32.5%, item 6 with
31.3%, item 22 with 31.2%.
Hence, about 30% to 50% of the respondents revealed
to have problems in their general health in one or more
of the above 8 items out of the 30 items of the General
Health Questionnaire.
b) Purpose j_n LJ_fe Questionnaire (PIL)
The scores of the Purpose in Life Questionnaire
ranged from 40 to 104. Although the PIL was not
primarily designed to detect 'cases', based on the
cutoff point of 8889 (Shek Mak, 1987) there were 11
mothers (13.7%) classified as non-case indicating better
level of purpose in life and 69 mothers (86.3%) were
considered as case indicating lower level of purpose in
life as reported in Table 44.
Table 45 indicating that the most frequently
reported items by the mothers in a more higher
pathological -direction were item 5 with 83.8%, item 8
with 6 0%, item 2 with 51%, item 9 with 50%, item 20 with
50%, item 3 with 47.5%, item 14 with 47.2%, item 7 with
46.2%, item 18 with 42.4%, and item 12 with 41%.
In sum, about 40% to 85% of the respondents
reported to have problems in purpose of life in one or
more of the above 10 items out of the 20 items of the
Purpose in Life Questionnaire.
c) Langner's Scale (LANGRi
The scores of the mothers in the Langner's Scale
ranged from 0 to 20. The total score of the scale in
this study reflected the level of stress of the
respondents. Based on the cutoff point of 67 (Langner
1962), there were 43 mothers (53.7%) were classified as
non-case indicating low level of stress and 37 mothers
(46.3%) were considered as case indicating high level of
stress, as indicated in Table 46.
Table 47 denoted that the most frequently reported
items by the mothers in a high pathological direction
were item 14 with 67.5%, item 1 with 65%, item 2 with
56.3%, item 17 with 53.8%, item 8 with 52.5%, and item 7
with 48.8%.
In summing up, about 40% to 60% of the respondents
reported to have problems in the stress-related symptoms
QQg or more of the above 6 items out of the 2. itemD
of the Langner's Scale.
d) Gl_oba 1_ Assessment of Recent stress Scal_e (GARS)
The scores of the mothers in the Global Assessment
of Recent Stress Scale ranged from 8 to 62. Although the
GARS was not primarily developed to detect cases',based
on the cutoff point of 3738 (using GHQ as the
criterion) (Shek Mak, 1987), there were 47 mothers
(58.7%) were classified as non-case indicating low level
of acute life stress, whereas 33 mothers (41.3%) were
considered as case indicating high level of acute life
stress, as reported in Table 48.
Table 49 illustrated that the most frequently
reported items by the mothers in a high pathological
direction were item 1 with 52.4%, item 4 with 27.5%,
item 5 with 22.6%, and item 8 with 22.5%.
In sum, about 20% to 50% of the respondents
reported to have problems in one or more the above items
out of the 8 itmes of Global Assessment of Recent Stress
Scale.
Table 41 Mental Health Status (based on the O-O-l-l
scoring method and the 56 cutoff criterion)






Table 42 Mental Health Status (based on Likert
scoring method and the 4041 cutoff
criterion)







Total 80 100. 0
Table 43 Percentage of responses to the Items in
the General Health Questionnaire (GHQ-30)



































not busy or occupied
not out of house
not managing well
not doing things well
not satisfied with task
no warmth and affection






































not chatting with others
not playing a useful part


























could not face problem





not hopeful about future
not feeling happy
nervous and strung up




































































Prpusl pnr.p re± te— 45 -o
Items with a high proportion of response from the
mothers in pathological direction.
Table 44 Level of Purpose in Life Questionnaire (PIL)







Total 80 100. 0
Table 45 Percentage of Responses to the Items in
the Purpose in Life Questionnaire (PIL)



































































































































































Items with high proportion of response from the
mothers in pathological direction
Table 46 Level of the Langner's Scale (LANGR)







Total 80 100. 0
Table 47 Percentage of responses of the Items in the
Lananer's Scale (LANGR)
Item No Ye s
1 feel weak all over
2 could not get going
3 low spirit
4 hot all over




9 shortless of breath often
10 nervous often
11 fainting
12 trouble getting to sleep often
13 sour stomach
14 memory not all right
15 cold sweats often
16 hands tremble often
17 clogging in nose
18 personal worries get me
down physically
19 feel somewhat apart even
among friends
20 nothiong turns out right
21 headache often
















































Items with a high proportion of response from the
mothers in pathological direction
Table 48 Level of Global Assessment of Recent Stress
Scale (GARS)







To tal 8C 100.0
Table 49 Percentage of responses to the items in




































































































Items with a high proportion of response from the
mothers in pathological direction
Item 1- pressure related to work
Item 2- pressure in relationship
Item 3- pressure caused by change in relationship
Item 4- pressure caused by sickness
Item 5- pressure caused by financial issues
Item 6- pressure from unusual happenings
Item 7- pressure from change or lack of change
Item 8- estimate of overall level of pressure last week
5.5 interrelationships among the Variablei
5.5.1 Re l_a t i_gn.shX£ between Me n ta 1_ Health Status and
Perceived Soc j_a 1_ Support
The relationship between mental health status and
perceived social support were measured by two sets of
results. The first set of data were based upon Pearson
Product-moment Correlation Coefficent. The correlation
data were then supplemented by MANQVA analyses.
Table 50 indicated that the computed Pearson
Product-moment Correlation Coefficient for PSS-MARITAL
and GHQ was -0.3681, for PSS-FAMILY and GHQ was -0.5362,
and for PSS-FRIEND and GHQ was -0.4591. This showed a
significant negative correlation between the scores of
social support and that of mental health status at the
0.001 significance level.
Table 51 revealed that the computed Pearson
Product-moment Correlation Coefficient for PSS-MARITAL
and GHQLIK was -0.3829, for PSS-FAMILY and GHQLIK was
— 0.5267, and for PSS— FRIEND and GHQLIK was —0.4136. this
also showed a significant negative correlation between
scores of social support and that of mental health
status at the 0.001 significant level.
Table 52 showed that the computed Pearson Product-
moment Correlation Coefficent for the PSS-MARITAL and
PIL was 0.3978, for the PSS-FAMILY and PIL was 0.3042,
and the PSS-FRIEND was 0.2888. This indicated a
significant positive correlation between the scores of
social support and that of PIL at the significance level
of 0.001, 0.003 and 0.005 respectively.
Such results were again further verified to be
significant by the multivariate analyses of variance
using case and non-case as distinction as indicated in
Table 53 and Table 55. The level of mental health status
(case vs non-case) based on 0-0-1-1 scoring method was
coded as GHST whereas based on Likert scoring method was
coded as GHST4.( Multivariate F(376)=16.33, p0.001
for GHST).( Multivariate F(376)=7.9750 p0.001 for
GHST4). Univariate analyses of variance revealed that
the mean rating of those mothers in the 'non-case'
category of mental health status were significantly
higher than those in 'case' category in the perceived
social support from family, and marital partner as
indicated by Table 54 and Table 56.
In regard to PIL, however, MAN0VA analyses
indicated that there was no significant difference
between those mothers with high level of PIL and those
mothers with low level of PIL in their perceived social
support from family, friend and marital partners as
indicated in Table 57 and 58. CPILST was coded as the
level of PIL (case vs non-case) based on the cutoff
point]
Again, the correlation data indicated statistically
that the scores of perceived social support from family
had the strongest negative correlation with the
scores of the General Health Questionnaire than the
perceived social support from marital partner and
friends as manifested in Table 50, 51, 54, and 56.
Table 50 Correlation between Mental Health status














No. of cases= 80
Table 51 Correlation between Mental Health Status














No. of cases= 80
Table 52 Correlation between PIL and Perceived Social
SUDDOrt













No. of cases= 80
Table 53 Overall Difference of Various Social Support
on Mental Health Status CGHST)




F (376)= 16.33 0.001
Table 54 Mean difference between Case and Non-case in

















non-case 1 1 .7045
case 6.0833








F 1 78)= 12.5087 0.001
Table 55 Overal Difference of various Social Support
on Mental Health Status CGHST4)




F (376)= 7.9750 0.001
Table 56 Mean difference between Case and Non-case
in Mental Health Status (GHST4) on various




























F (178)= 11.0984 0.01
Table 57 Overall difference of Various Social Suppor
on PurDose in Life (PIT,ST)
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Table 58 Mean Difference between Case and Non-case ir




























F (178)= 3 1 8£0 n.s.
5.5.2 t j_on s h j_p between. Perceived Stress Leve!_ and
Perceived Social. Support
Stress was measured by the clinical scales, namely
the Langner's Scale (LANGR) and the Global Assessment of
Recent Stress Scale (GARS). These two scales measured
stress from different perspectives. The LANGR measured
the chronic stress-related symptoms whereas GARS
measured acute feeling of stress. Perceived social
support was still measured by the scores of the PSS-
MARITAL, PSS-FAMILY, and PSS-FRIEND.
The relationship between stress and percieved
social support were measured by two sets of results. The
first set of data were based upon Pearson Product-moment
Correlation Coefficient. The second set of data were
based on MANOVA analysis.
Table 59 indicated that the computed Pearson
Product-moment Correlation Coefficient for PSS-MARITAL
and LANGR was -0.4201, for PSS-Family and LANGR was
-0.5914, and for PSS-FRIEND and LANGR was -0.4278. This
showed a significant negative correlation between the
score of social support and that of stress at the 0.001
significance level.
Table 60 presented that the computed Pearson
Product-moment Correlation Coefficent for PSS-MARITAL
and GARS was -0.3473, for PSS-FAMILY and GARS was
-0.4630, and for PSS-FRIEND and GARS was -0.3515. This
also indicated that a significant negative correlation
between the score of the social support and that of the
stress at the 0.001 level of significance.
The level of stress was classified into 'case' and
'non-case' categories based respectively on the scores
of the LANGR and GARS( although GARS was not primarily
designed to detect cases). LANST was coded as the level
of the stress according to the Langner's scale
whereas GARST as the level of stress according to the
Global Assessment of Recent Stress Scale.
Further analyses based on the multivariate analyses
of variance as reported in Table 61 and Table 63
revealed that the overall difference on the social
support from marital partner, family and friends with
respect to case and non-case categories of the
stress level of the mothers were significant.
[Multivariate FC376)= 25.34, p=0.0001 for LANST],
[Multivariate FC376)= 6.3529, p=0.01 for- GARST].
Univariate analysis of variance on the other hand
revealed that the mean ratings of those mothers in the
non-case category of stress level were significantly
higher than those in case category in their perceived
social social support from family, friend, and marital
partner as indicated in Table 62 and Table 64.
Again, the correlation data indicated that the
scores of perceived social support from family had the
strongest negative correlation with the scores of stress
than perceived social support from friend and marital
partner as shown in Table 59 and Table 60.
Table 59 Correlation between stress (LANGR) and
Perceived Social Support
Corre1 ation r P
Perceived marital support
and stress (LANGR) -0.4201 0.001
Perceived family support
and Stress (LANGR) -0.5914 0.001
Perceived friend support
and stress (LANGR) -0.4278 0.001
No. of cases= 8 0
Table 60 Correlation between stress (GARS) and Perceived
Social Support













No. of cases= 80






Multivariate analysis of variance n
F (376)= 25.34 0. 00
Table 62 Mean Difference between Case and Non-cas€
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6.7567
F (178)= 19.940: 0.001
Table 63 Overall Difference of Various social Support
on stress (GARS)




F (376)= 6.3529 0.01
Table 64 Mean Difference between Case and Non-case in
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F( 1 78)= 6.2929 (0. 05
5.5. 3Re lat ign.shie, between stress and Men tad Health Status
The relationship between stress and mental health
status was measured by the Pearson Product-moment
Correlation Coefficent as indicated in Table 65 which
revealed that the score of the stress (LANGR) was
positively significant correlated with that of mental
health status CGHQ and GHQLIK), and negatively
correlated with PIL. GARS was also positively correlated
with the score of GHQ and GHQLIK and negatively
correlated with the score of PIL. The significance level
was all at 0.001.





Mental Health Status (GHQ)
Stress-related symptoms (LANGR)
and
Mental Health Status (GHQLIK)
Stress-related symptoms (LANGR)
and PIL
Perceived Stress level (GARS)
Mental Health Status(GHQ)
and
Perceived Stress level (GARS)
Mental Health Status (GHQLIK)
and















5.5.4 Relationship between Personal. Variabies and 
Mental. Health
Correlation, analyses using Pearson Product-moment 
Correlation Coefficient (r) were thus conducted to 
examine further the possible relationship between the 
personal variables and the clinical scores on mental 
health scales which included the General Health 
Questionnaire (GHQ-30), Langner's Scale (LANGR), Purpose 
in Life Questionnaire (PIL), and Global Assessment of 
Recent stress Scale (GARS). The results from Table 66 to 
Table 70 indicated that there was some relationship 
between the personal variables and the clinical scores 
on mental health scales.
a) Age
The correlation data on the relationship between 
age and the clinical scores on mental health were 
reported in Table 66. The results indicated that age 
level only had positive correlation with GHQ-30.
Table 66 Correlation between Age and Mental Health 
status
Correlation r p
Age and GHQ 0.2205 < 0.05
Age and GHQLIK 0.1577 n.s.
Age and LANGR 0.1466 n.s.
Age and PIL -0,1360 n.s.
Age and GARS 0.0402 n.s.
No. of cases=80
151
b) Dur a t j_o n of Marriage
The correlation data on the relationship betweer
duration of marriage and the clinical socres on mental
health were presented in Table 67. As observed from the
results, duration of marriage had significant positive
correlation with GHQ, GHQLIK, and LANGR, as well as
significant negative correlation with PIL.
Table 67 Correlation between Duration of Marriage anc
Mental Health Status
Correlation v r
Duration of marriage and GHQ 0.2598
Duration of marriage and GHQLIK 0.2587
Duration of marriage and LANGR 0.3002
Duration of marriage and PIL -0,2642






no. of cases= 80
c) Number of FamilZ Members
The correlation data as shown in Table 68 indicated
that there was no interrelationship between the number
of family members and the various clinical scores on
mental health scales
Table 68 Correlation, between Number of Family
Members and Mental Health Status
Corre1 ation r P
No. of family members
and GHQ
No. of family members
and GHQLIK
No. of family members
and LANGR
No. of family members
and PIL












no. of cases= 80
d) Income
Table 69 showed that the level of income had
significant negative correlation with GHQ, GHQLIK, LANGR
and GARS.
Table 69 Correlation between Income and the Mental
Health Status

















The correlation data on the relationship between
the level of education and the various clinical scores
of mental health status were detailed in Table 70. The
result indicated that the level of education had
significant positive correlation with PIL only.


















No. of cases= 80
5.5.5 Re l_at_i_on.sh_i.£ between Personal Varj^bl_es and Soc i_a 1_ 
Suggort
Correlation analysis using the Pearson Product- 
moment correlation Coefficient was then carried out to 
examine the possible relationship between the personal 
variables and the scores of the Perceived Social Support 
from Marital Partner, Perceived Social Support from 
Family, and Perceived Social Support from Friend. The 
results were presented in Table 71 to Table 75 which 
indicated that there was a certain degree of 
relationship between the personal variables and the 
scores of the various perceived social suppport scales.
a) Age
The correlation data on the relationship between 
age and social social support was reported in Table 71. 
The data indicated that age was significantly negative 
correlated with marital support and family support.
Table 71 Correlation between Age and Social Support 
Correlation r P
Age and MARITAL -0.2528 <0.05
Age and FAMILY -0.1985 <0.05
Age and FRIEND -0.1603 n.s.
No. of cases = 80
155
b) D u r a t j_on of Mar r _i_age
Table 72 showed the correlation data on the
relationship between duration of marriage and the social
support scales. The results presented that duration of
marriage was significantly negative correlated with
marital support, family support and friend support.
Table 72 Correlation between Duration of Marriage
and Social Support
Corre1 ation r P
Duration of marriage
and MARITAL -0.2367 0. 05
Duration of marriage
and FAMILY -0.1361 0. 05
Duration of marriage
and FRIEND -0.2861 0.05
No. of cases= 80
c) dumber of Eamiiy Members
Table 73 illustrated the correlation data on the
relationship between number of family members and the
social support scales. However, there was no significant
relationship between these two sets of variables as
indicated by the result.
Table 73 Correlation between Number of Family Members
and Social Support
Corre1ation r P
No. of family members
and MARITAL 0.0273 n. s
No. of family members
and FAMILY 0.09 17 n. s.
No. of family members
and FRIEND 0.0057 n. s.
d) income
From the result in Table 74 which presented the
correlation data on the relationship between income and
social support, it was learned that income was
positively correlated with marital support and friend
s upport.
Table 74 Correlation between Income and Social
Support










No. of cases= 8 0












No. of cases= 80
e) Education
Table 75 showed the correlation data in the
relationship between education and the social support
scales. According to the results, it was observed that
education had a significant positive correlation with
marital support and friend support.
CHAPTER SIX
DISCUSSION
6. 1 Psychometric BrogerUes of the instruments emoloyed
6.1.1. Mean and standard devj_at_Lons
An examination of the mean total score, some
interesting finding were observed. First of all,
for the GHQ, (using 0-0-1-1 scoring method), the
mean total score was 6.3 which was found higher
than the cutoff point at 56 (Chan Chan, 1983),
indicating that the mothers might experience more
psychiatric symptoms.
Secondly, the mean total score of the PIL was
77.312 which was found much lower than cutoff
point set at 8889 (Shek Mak, 1987) showing
that the mothers perceived lower level of
purpose in life. Thirdly, the mean total
score of GARS was 29.837 which was found below
the cutoff point set at 3738 (Shek Mak, 1987).
Fourthly, the mean total score of LANGR was at
6.563 which was found very near to the cutoff
point at 67 (Langner, 1962). Such data on GARS
and LANGR might manifest that the mothers
generally encountered chronic stress-related
symptoms more than, the current acute perceived
stress leve1.
In summary, the results based on the mean total
score showed that mothers with a severely
mentally retarded adult offspring displayed
higher level of psychological symptoms and lower
level of experienced purpose in life.
6.1.2 Reliability
The reliability tests on the scales employed in
this study were reported in Table 9 to Table 15.
The results of the Cronbach's Alpha and the
Guttman's split-half reliability coefficient
indicated that all the scales were reliable and
internal consistent measurement with the scores
over 0.8 in most cases. Such finding are
essential for the scientific interpretation of
the data obtained in this study.
Detailed analysis of the reliability of the
scales are discussed as follows:
a) General Health Questionnaire CGHQ-30)
Over 80°o' of the items, except 4, 6, 11, 13
and 18, in the GHQ-30 (using Likert scoring
method), were found to have item-total
correlation coefficient of over 0.3. On the other
hand, 96.6% of the items in the GHQ-30 (using 0-
0-1-1 scoring method) had item total correlation
coefficient of 0.2. Thus, the reliability data
reflected the reliable and se1f-consistent
nature of items in the Chinese version of
the GHQ-30. This finding compared favourably with
those obtained by Chan and Chan (1983) and Shek
( 1987).
b) Langner's Scale (LANGR)
Data indicated high item-total correlations,
except item 6, 11 13, 14. and 19. 77.3% of the
items had item-correlation coefficient of over
0.2. Such findings generally indicated the items
in the Chinese version of the Langner's Scale
were reliable and internal consistent instrument
in measuring chronic stress-related symptoms.
Such findings compared favourably with Millar
(1979) in his biosocial study in Hong Kong.
C. Purpose in Life Questionnaire (PIL)
The item-total correlation for each item of
the purpose in Life Questionnaire was reported in
Table 11. Most of items had high item-total
correlation except 5,13, and 15. 85% of the items
were found to have item-total correlation
coefficient of over 0.2. The result manifested
that the items in Chinese version of the PIL was
reliable and se1f-consistent. The findings
compared favourably with those obtained by Shek
and Mak 1987), and Shek, Hong, and Cheung
( 1987).
d) Global Assessment of Recent Stress Scale
(GARS)
Table 12 showed the item-total correlation
for each item of the Globsl Asssessment of
Recent Stress Scale. All items were highly
correlated with the item-total correlation
coefficient of over 0.3, and 75% of the item-
total correlation over 0.5. Therefore, such data
indicated the item of the Chinese version of the
GARS was a highly reliable and se1f-consistent
instrument in measuring current acute perceived
stress level. The findings also compared
favourably with those obtained by Shek and Mak
( 1987).
e) Perceived Social Support from Marital Partner
(PSS-MARITAL)
The item-total correlation for each item of
the PSS-MARITAL were presented in Table 13. Most
items except 3,4 and 19 had high item-total
correlation. 35% of the items were found to have
item-total correlation coefficient over 0.2. The
data pointed out that the items of the Chinese
version of the PSS-MARITAL possessed internal
consistent and reliable nature.
f) Perceived Social Support from Family (PSS-
FAMILY
Table 14 reported the item-total correlation
for each item of the PSS-FAMILY. A review of the
individual items indicated that most items except
3,4 and 16 possessed high item-correlation. 85%
of the items were found to have item-total
correlation coefficient of over 0.2. Such data
indicated the items of the Chinese version of
PSS-FAMILY were reliable and se1f-consistent in
measuring perceived social support from family
members in local context, and such findings
compared favourably with those obtained by Chu
( 1937).
g) Perceived Social Support from Friend (PSS-
FRI END)
The item-total correlation for item 6,15,
and 20 of the PSS-FRIEND had lower item-total
correlation than the others. However, 70% of the
items indicated an item-total correlation
coefficient of over 0.2. These findings reflected
the reliable and se1f-consistent nature of the
items in the Chinese version of the PSS-FRIEND in
measuring the social support from friend in local
context, and such data compared favourably with
those obtained by Chu (1937).
In sum, the reliability analysis indicated
that the instruments which employed in measuring
mental health status, perceived stress level and
perceived social support were reliable and
internally consistent.
6.1.3 Validity
As there were no external criteria employed in
this study to examine the validity of the
clinical scales, therefore, concurrent validity
of the measuring instruments are based mainly on
the inner-correlations among the various scales
employed. The results in Table 16, and Table 17
revealed that the scales correlated among
themselves significantly indicating that there
was high concurrent validity among the measuring
instruments.
6 . 2 Epide nu o logica 1_ findings
a - General. Health Questionnaire (GHQ-30)
Since the Chinese version of the GHQ-30 was 
tested to have high reliability and validity 
values (Chan and Chan, 1983; Shek, 1987), the 
data of the present study would be treated as an 
indication of the general health conditions of 
the respondents. The prevalence rate and the item 
response frequency of GHQ-30 of the present study 
are presented in Table 44 to Table 46. Based on 
the 0-0-1-1 scoring method, the prevalence' rate 
was found to be 45%. Such percentage indicated 
that approximately half of the respondents could 
be classified as "at risk”.
In other words, it could be concluded that 
mothers with a severely mentally retarded adult 
offspring generally manifested poor health 
conditions, and a significant large proportion of 
them (45%) exhibited some kinds of health 
problems. Such finding was in line with other 
researchers (Chetwynd,1985; Quine & Pahl, 1985; 
Birenbaum, 1971), who also revealed that mothers 
with a severely mentally retarded children at 
home were vulnerable to experience more stress 
and suffer from poorer health.
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The prevalence rate of the present study
(45%) was much higher than that of the working
parents which was found to be 26.5% by Shek and
Mak, (1987) indicating that the general health
conditons of the mothers who had to take care of
a severely mentally retarded adult offspring at
home were poorer and they faced greater chance to
experience the breaks in normal functioning.
Further analysis of the item-responses
frequency showed that the most prevailing
Reported problems were 'could not concentrate on
whatever one was doing' (item 1), 'lost sleep'
(item 2), 'having restless and disturbed
night' (item 3), 'not much time chatting with
others' (item 11), 'felt constantly under
strained' (item 14), 'feeling nervous and strung
all the time' (item 28), 'not managing as well
as others would' (item 6), and 'feeling unhappy
and depressed' (item 22). These findings revealed
that the mothers usually displayed symptoms
related to anxiety, sleeping disturbance,
inadequate coping and social dysfunctioning.
The present finding is significant because
it implied that almost one out of two mothers
with a severely mentally rearded adults offspring
in Hong Kong are suffering from some kinds of
health problems. Such phenomenon is unhealthy and
has signified for professional intervention in
order to improve their general health condition.
b) Purpose j_n Life Questionnaire (PIL)
The epidemiological findings on PIL were
reported in Table 44 to Table 45. The prevalence
rate was found to be 86.3% suggesting roughly
that 8 out of the 10 mothers with a severely
mentally retarded adult offspring in Hong Kong
are pessimistic and passive in viewing their
lives and experiencing low perceived meaning and
unclear sense of purpose in living. When compared
with the findings of other research, the present
findings are much higher than those in the
western countries as well as in the local context
(Crumbaugh, 1968; Shek and Mak, 1987). However,
since the PIL was not originally designed to
detect cases, interpretation of data should
proceed with caution.
According to Binite (1984), if one has no
inner satisfaction and internal feeling of
happiness, one will soon give away to doubts,late
dissatisfaction and loss of inner security.
Frankl (1958) also stressed that if one cannot
find a purpose or a meaning in life, one is
then confronted by existential frustration. Shek
and Mak (1987) also suggested that if one
continues to suffer from severe existential
problems for a long duration of time, one would
eventually result in some serious forms of
psychopatho1ogy. The present study had already
implied a substantial alarm in this aspect since
a significantly large proportion of the mothers
in caring for a severely mentally retarded adult
offspring were facing and suffering from long-
term existential frustration and problems which
might subsequently lead to some kinds of
psychological problems.
Shek and Mak (1987) presented three
arguments for the low perceived meaning in life
among the working parents in the local context:
firstly, it was the cultural emphasis on
materialism, hedonism and money-mindedness that
made the individual neglect their personal
meaning of life; secondly, it was the highly
sophisticated technology and division of labour
that aggregated the alienation effects and
meaningless among men themselves; thirdly, it was
the educational system that failed to inculcate
personal meaning and life-goal in one's life. In
regard to the mothers in the present study, one
interesting aspect could be observed. Such
aspect was that purpose in life was positively
correlated with education. (r=0.2848 at 0.005
significant level). More than 70% of the mothers
in this study were illiterate and received on
formal schooling. Therefore, with low educational
level, these mothers with advanced age tended to
have a low perceived meaning in life. Perhaps,
these mothers lacked of knowledge, information
and resources to cope with their stress and
possesed a sense of helplessness.
Further analysis of the item-response
frequency indicated that the most common
problems faced by the mothers in caring for a
severely mentally retarded adult offspring were
'everyday is absolutely the same' (item 5), 'no
life goal progress' (item 8), 'life is empty'
(item 9), 'no purpose in life' (item 20), 'life
no goal' (item 3), 'man is bound' (item 14),
'loaf completely the rest of life' (item 7),
'life is controlled by external factor' (item
18),' the world completely confused me' (item
12). From the working experience of the author,
most mothers in this group came from the low
socioeconomic cultural context. Thus, it is
suggested that many mothers are experiencing
existential problems in caring for their severely
mentally retarded adult offspring in Hong Kong.
c) LangnerSea l.e (LANGR)
The epidemiological findings on LANGR were
presented in Table 46 and Table 47. The
prevalence rate was found to be 46.3% indicating
that roughly one out of two of the mothers with a
severely retarded adult offspring displayed
execessive amount of stress-related sumptoms. The
prevalence rate of this study was much higher
than the prevalence rate (31.8%) of the study of
Chinese adults in the urban area of Hong Kong by
Millar (1979). In other words, more proportion of
mothers in this study faced with chronic stress
related symptoms than the adults population at
large in the urban area in Hong Kong. Such
findings supported the study of Bradshaw and
Lawton (1978) who had found out that the stress
level of the mothers with a severely mentally
retarded children were higher than those with the
mothers of normal children.
A detailed analysis of the item-response
frequency reviewed that the most commonly
reported symptoms were 'memory not all right'
(item 14), 'feel weak all over' (item 1), 'could
not get going' (item 2), 'clogging in nose' (item
17), 'worrying type of person' (item 8), and
'rest1essnss' (item 7). The above chronic stress
related symptoms as experienced by most of the
mothers are in line with Olshansky's (1962)
argument of physical and emotional exhaustion of
the parents in caring the adult mentally retarded
offspring. Such findings are important for early
identification and intervention of problems
because unresolved chronic stress would probably
cause long-term physiological, emotional and
interpersonal problems (Farmer, Monaham, and
Hekeler, 1984).
d) Global. Assessment of Recent Stress Scale
(GARS)
The epidemiological findings on GARS were
reported in Table 48 and 49. The prevalence rate
of GARS was found to be 41.3%. As no original
cutoff score was suggested by Linn (1985),
because GARS was not originally designed to
detect 'case', the present study adopted an
indirect method as suggested by Shek and Mak
(19S7) using GHQ as the criterion. Data indicated
that about two out of 5 mothers in caring for a
severely retarded adult offspring were under
acute excessive experience of stress. When
compared with the prevalence rate of the working
parents studied by Shek and Mak (1987), the
mothers of this study showed a significantly
larger proportion in the 'at risk' group. The
main sources of acute perceived stress as
revealed by the item-response frequency were
'pressure related to work' (item 1), 'pressure
caused by sickness' and 'pressure caused by
financial issues' (item 5). 'Pressure related to
work in this study referred mainly to the
respondents' caring for their severely mentally
retarded adult offspring. The above findings were
consistent with the surveys conducted by some
researchers, such as Begab A Richardson (1975),
Quine and Pahl (1935), Wikler (1981), Morell,
1979, Kriger (1975) that the future caring for a
mentally retarded at home, the financial burden,
and the health conditions of the carers were
major sources of stressors in families with a
mentally retarded offspring.
The present findings are significant because
it had revealed an alarming phenomenon for the
helping professionals to look into and evaluate
the present services for this group of mothers
who are constantly under acute excessive
experience of stress.
6.3 Interrelationship between mental. health status and 
perceived social. support
6.3.1. Relationship between mental health status and 
perceived social support
The results on the relationship between the 
scores of the General Health Questionnaire and 
the Social Support Scales are important because 
it shows the possible relationships between 
perceived social support and the mental health 
status of the mothers in caring for a severely 
mentally retarded adult offspring.
The data on the relationships between mental 
health status and perceived social support were 
presented in Table 50 to Table 58. The findings 
indicated there was a significant correlation 
between the scores of social support scales and 
General Health Questionnaire in a negative 
direction, and a significant correlation between 
the scores of social support scales and Purpose 
in Life Questionnaire in a positive direction. In 
other words, it is possible to interpret that if 
t h e m o t he r s with a s e vere 1y mental1y retarded 
offspring perceive higher social support from 
marital partners, family members and friends, 
they would have better mental health status
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in terms of the negative and positive mental
health criteria. Of course, one can counter-argue
that mental health status functionally
predisposes an individual to perceive social
support differently. However, since there is
little empirical evidence on this alternative
explanation, the data in this study would be
interpreted on the light of the first one.
The findings of the present study compared
favaourably with those studies in the western
culture (Berkman Syme 1979, House, Robbins
Metzner, 1982, LaRocco Sc Jones, 1978). Therefore,
the hypothesis that perceived social support is
positively related to mental health status was
supported.
From the findings on the relationship
between mental health and social supports a
special phenomenon' was observed. The mothers
tended to receive stronger social support from
family members. Among the members, their children
were the essential one to render necessary
support (Table 39). This phenomenon may imply
that the mothers had more satisfactory
relationship with their children than with the
marital partners. However, the possible
explanations on this aspect are out of scope of
this study. Perhaps, it is worthwhile to have a
separate study on this area because it may throw
lights on strategies and intervention for the
helping professionals in promoting necessary
mental health and family life education.
6.3.2. Relationship between perceived stress level. and
perceived social support
The results on the relationship between the
scores of the Langner's scale, Global Assessment
of Recent stress Scale and Social Support Scales
are essential in indicating the correlation
between perceived stress level and perceived
social support of the mothers in caring for a
severely mentally retarded adult offspring.
The data on the relationship between
perceived stress level and perceived social
support were reported in Table 59 to Table 64.
The findings revealed that the scores of the
social support scales were significantly negative
correlated with the scores of the Langner's
scale and the Global Assessment of Recent Stress
Scale. In other words, it is concluded that the
higher social support from marital partner,
family members or friends, the lower the
perceived stress and stress-related symptoms of
the mothers in caring for a severely mentally
retarded adult offspring. Thus, the hypothesis
that perceived social support is negatively
related to perceived stress level was supported.
Indeed, one can also counter-argue that perceived
stress level may affect ones's perception of
social support. However, such perspective was not
commonly adopted in previous research. Thus, this
perspective was not employed in the present
study.
The findings of this study also supported the
health promotive function of social support as
suggested by Gottlieb (1983). That is, if the
mothers with a severely mentally retarded child
have access to social support from marital
partners, family members, or friends, they have
less feeling of stress and lower level of chronic
stress-related symptoms.
6.3.3 Relationship between perceived stress levei and
mentai health status
The results on the relationship among the
scores of the Langner's Scale Global Assessment
of Recent Stress Scale, the General Health
Questionnaire, and Purpose in Life Questionnaire
are important so as to shed lighl on the
relationship between the perceived stress level
and mental health status which were reported in
Table 65, The findings indicated that there was a
significant positive correlation between the
scores of the Langner's Scale and General Health
Questionnaire, a significant positive correlation
between the scores of Global Assessment of Recent
Stress Scale and General Health Questionnaire, a
significant negative correlation between the
scores of the Langner's Scale and Purpose in
Life, and a significant negative correlation
between the scores of Global Assessment of Recent
Stress Scale and Purpose in Life Questionnaire.
In other words, it is concluded that the higher
stress level as perceived by the mothers, in
caring for a severely mentally retarded adult
offspring, the more negative in their mental
health status. Hence, the hypothesis that
perceived stress level is negatively related to
mental health status was supported. Perhaps,
others may counter-argue that poorer mental
health status can make an individual more
vulnerable to the impact of stress. Nevertheless,
this perspective was not adopted in the present
study because of inadequate empirical support.
The findings of this study might probably better
be explained by the hypothesis that exposure to
stress continuously increases the person's risk
for ill health and pyscho1ogica1 impairment
(LaRocco, House, Frankli,Jr., 1980; Lin, Ensel,
Simeone Kuo, 1979; Kuo Kai, 1986; Cohen et
al, 1983).
6.3.4. Re l_at j_onshj_p between personal, variables and
health
a) Age
The significant positive correlation between
age level and GHQ-30 at Table 66 suggested that
mothers with higher age tended to have higher
score in GHQ-30. In other words, mothers with
higher age tender to have poorer mental health
status. Such finding was quite contradictory to
that of Shek and Mak (1987) in their study of the
mental health of the working parents in Hong
Kong. Probably, the on-going care for the
retarded adult coupled with their physical and
mental deterioration in old age had attributed to
their poorer mental health status.
b) Duration of marriage
The significant positive correlation between
duration of marriage and GHQ, GHQLIK, and LANGR,
as well as significant negative correlation with
PIL suggested that mothers who had married for
longer period of time with a severely mentally
retarded adult offspring showed more tendency for
poorer mental health, experienced more perceived
stress and found life meaningless. Such
significant correlation between duration of
marriage and mental health may be attributable to
the confounding effect of age. This might imply
that this group of mothers were in need of
support and social services in order to prevent
them from turning to more serious psychological
or familial problems in the long run.
c) Income
The significant negative coorelation with
GHQ, GHQLIK, LANGR and GARS in Table 72 indicated
that the income of the family had association
with the mental health status and stress level of
the mothers. So, families with higher level of
income, mothers would experience better mental
health and perceived less stress and felt more
value and purpose in their lives.
d) Education
The significant positive correlation between
education level and PIL as shown in Table 70
revealed that higher the education level of the
mother more meaningness in life they perceived.
Probably, this might be the fact that those
mothers with more education, they could possess
more knowledge, information and resources to cope
with stress they perceived, and in turn might
enhance their sense of meaning in life.
6.3.5. Pe l_at ignsh j_p be tween persgna 1_ variable s and
§.9.2iaL support
a) Age
The significant negative correlation with
marital support and family support pointed out
that mothers at higher age tended to receive less
social support from marital partners and family
memebers. However, the present study did not
reveal the underlying reasons for those mothers
at higher age who received less social support.
So, it might be an interesting question for
exploration so that service providers could
understand what the real needs and problems of
this vulnerable group.
b) Duration of marriage
The significant negative correlation between
duration of marriage and social support scales in
Table 72, indicated that mothers who had married
for longer period of time secured less social
support. Such phenomenon might reflect that this
group of mothers seemed to encounter problems in
marital and familial relationships that had
hindered them from getting support from spouse
and family members. This might imply counselling
services from family services centres.
c) Income
Eased on the positive correlation with
marital support and friend support on Table 74,
it was indicated that families with higher level
of income, mothers would receive more positive
support from spouse and friends.
d) Education
According. to the significant posit i ve
correlation with marital support and friend
support in Table 75, it was revealed that higher
the education level of the mothers, higher
social support from marital partners and friends.
This might be due to the hypothesis that more
educated a person, the more he or she would know
how to mobilize personal resources.
Although there was no statistical test for the Type
I error in this study, the level of significance on the
correlational data were tightened at 0.05 to 0.001. So,
it could be sure that the relationships among the
variables did exist.
Judging from the data on the relationship among
personal variables, mental health and social support,
there was an alarming phenomenon because it had been
revealed that about 45% of the mothers were in their
advanced age of 60 or over and had married for 21 to 40
years. Unfortunately, result indicated that it was
usually these aged mothers perceived more stress and
poorer mental health status as well as lower social
support from their spouse and children. To explore the
reasons for such phenomenon, it is worthwhile for
further investigation and study.
It was understandable that these aged mothers
seemed to be left in despair at home and were in need of
emotional support as well as deep familial relationship
with their spouse and children. This finding might imply
that the mothers required immediate services provision
for enhancement of their mental health status. Therefore,
remedial measures must be considered in order to
supplement the present inadequacy and insufficiency.
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The purpose of this study is to study th
relationships among the mental health status, th
perceived stress level, chronic stress-related symptom
and the perceived social support of the mothers i
caring for severely mentally retarded adult offspring
It is hoped that the findings can provide som
information on the intervention strategies for service
providers in helping the mothers cope with their stres
problems, concerns and unmet needs when the latter ar
responsible for the day-to-day care of the severel;
mentally retarded adults.
Findings indicated that approximately half of the
mothers displayed an excessive amount of stress, anxiety
and somatic symptoms when caring for their severely
mentally retarded adult offspring at home. They showed
inadequate coping capacity and social dysfunctioning,
and also experienced low perceived meaning in life anc
possessed vague sense of purpose in living. Under such
situations, it could be inferred that these mothers
experienced high level of chronic stress as well as
under acute excessive pressure in their daily lives.
On the contrary, those mothers who perceived
satisfactory social suppport displayed fewer psychiatric
symptoms, lower level of perceived stress and higher
level of perceived purpose in life. The results
indicated that family support ranked the highest among
the three sources of informal social support for the
mothers who needed to take care of a severely mentally
retarded adult offspring at home. Among the family
members, the children were reported to be the main
source of social support. For the friends, neighbours
played the most essential role in offering social
support to the mothers. The most major types of supports
that the mothers received or perceived were emotional
support, deep personal relationship and companionship.
The most striking source of stress as experienced by the
mothers was their worries over the future care of their
retarded adult children after their own death. The other
sources of stress were caused by their daily attendance
of the retarded at home, their limited social
activities, their inability to take up open employment,
as well as their anxiety in caring for the retarded.
The hypotheses that a significant proportion of the
mothers with a severely mentally retarded adult
offspring would have higher perceived stress level and
poorer mental health status in terms of both the
positive (Active) and passive (negative) criteria; that
perceived social support of the mothers with a severely
mentally retarded adu1t offspring was positively related
to their mental health; that the perceived social
support of mothers with a severely mentally retarded
adult offspring was negatively related to perceived
stress level; and that perceived stress level of the
mothers with a severely retarded adult offspring was
negatively related to mental health status were tested
and supported. It is therefore concluded that those
mothers with higher perceived stress level had poorer
mental health status in terms of the possitive (active)
and negative (passive) criteria. It suggested that the
more the mothers perceived social support from their
marital partners, family members and friends, the lower
stress level they perceived. It also indicated that the
more the mothers perceived social support from their
marital partners, family members and friends, the better
the mental health status they possessed in terms of both
passive and active defining criteria. Lastly, this
research also revealed that the mental health condition
and the stress level of the mothers with a severely
mentally retarded adult offspring were generally poor.
Findings obtained in this research were considered
essential because of the following two reasons.
Firstly, this was the first study in the Chinese culture
on the areas of mental health status, stress and social
support of the mothers in caring for a severely mentally
retarded adult. So the data obtained in the present
research could be served as a base for further future
empirical studies on the related issues in this aspect.
Secondly, the present data had presented some
significant information on the intervention strategies
for service providers in helping the others cope with
their stress problems, concerns and unmet needs when the
latter were responsible for the day-to-day care of the
severely mentally retarded.
The present research however had some limitations.
The study was undertaken with a non-random sample
because it was difficult to get a sampling frame for all
the mothers in caring for a severely mentally retarded
adult in Hong Kong. Hence, representativeness and
generalizabi1ity of the findings to the large population
might be limited. However, it was hoped that the data
collected could provide some insight as well as a
clearer and deeper understanding on the 1ife situation
and problems of these mothers for the professionals in
the rehabilitation field to improve and enhance the
existing services.
The clinical instruments employed in this research
were borrowed from western culture and were basically
se1f-administered questionnaires. The Chinese versions
of these scales had been tested and utilized in the
local context with highly proven validity and
reliability. In Ihis study, the same high validity and
reliability of the scales were yielded. However, the
respondents in this particular study were lowly educated
and belonged to the low socio-economic class. So, they
manifested some difficulties to conceptualize some
abstract ideas and concepts in the contents of the
measuring instruments, the truthfulness of the responses
towards some of the conceptual items in the
questionnaire depended much on the intellectual
capacities of the respondents as well as the
interpretation of the interviewers. However, such
drawback had been reduced to the minimal by employing
the staff of the respective centres as interviewers with
close supervision from the researcher so as to maintain
a standardization in the data collection process.
Furthermore, the respondents responded more fully and
confidently about themselves as they had already
established trust on the staff of the respective
centre s.
Certainly, this research was by no means
comprehensive and a number of questions remained to oe
answered. First of all, other independent variables such
as respondents' personality traits and coping skills
were not included in this study. These factors mighl
have been possible influential variables on the
perceived stress level and the mental health status oj
the aged mothers with a severely mentally retarded adult
offspring at home. Secondly, the reasons for weaker
marital support as compared with the other sources of
informal social support network as perceived by the
mothers seemed to be an interesting and important aspect
to be examined because the answers to this question
would definitely be helpful in aiding the aged mothers
to enhance their mental health status and to reduce
their perceived stress level. Moreover, enlisting of
earlier support from the marital partner would obviously
be constructive in relieving some of the chronic stress
as experienced by the mothers in caring for their
retarded children. Lastly, the mediating effect of
social support on stress and mental health had not been
studied. The answer to this question would certainly be
of much implications for service providers and policy-
decision personnels in formulating effective and
appropriate programmes for the mentally retarded people,




If the disabled are really treated as part of our
society, they should enjoy the same civil right and
liberty as ourselves. In reality, the disabled are often
undergraded in terms of their citizen value. The present
shortfall in the provision of services has turned the
disabled, especially the mentally retarded away from the
main stream of the society. There is no doubt that the
rehabilitation services for the mentally retarded has
vast advancement in the last decade evolving from
almost nil service to the present mu1tidiscipiinary
approaches with foundamental changes both in policy¬
making and services-delivery levels. Indeed, the
evolution of the recent treatment for the mentally
retarded in Hong Kong has made the right direction in
policy objective. However, to make the policy towards
successful fulfillment and to minimize the social stigma
of the mentally retarded as well as eradicate the label
as second-class citizen, one needs to take a good look
at the present services. A review of the present
services tells that many mentally retarded people are
still suffering and deprived of help and services. Thus,
the family is still the major source to take care of the
retarded and continues to shoulder the responsibility of
taking care of the retarded offspring. Since the study
indicated that a significant proportion of the mothers
with a severely mentally retarded adult offspring were
generally in poor mental health status, the following
recommendations on provision of services to improve the
mental health situation of the mothers are suggested:
(1) The existing counselling services to the
families should be strengthened in order to facilitate
the other family members' understanding of the impacts
on the social and psychological well-being of the
mothers in rendering long-term care to the severely
mentally retarded adults. In this way, the family
members would have a clearer picture of the stress and
the unmet needs of the mothers before they could share
the hardship and frustration of the mothers. Social
workers could also enlist those well adjusted families
to act as models for those less adaptive ones so that
the latter could learn how to facilitate mutual
communications by expressing their feelings and
exchanging experiences. As a long-term measure, support
from the marital partners and children should be
emphasized from the beginning of the rehabilitation
process. Family life education programmes and public
mental health education should be actively promoted by
the concerned welfare organizations.
(2) Apparently there is a phenomenon that the
mentally retarded tend to have longer life and most
aged mothers worry about the future care of their
retarded adult children. There is no exact
statistical data on the number of severely mentally
retarded adults in Hong Kong, but, according to the
Central Waiting hist Unit of the Social Welfare
Department, there are 2,042 severe grade mentally
retarded adults, that is with age over 16, are waiting
for admission to day activity centres or hostels by the
end of April 1988( Departmental monthly report 1988).
Yet, no specific services have been designed to help
this group of people who might eventually turn to a
source of an obvious social problem especially when
their family members are no longer able to take care of
them. They would be left behind unattended and would
face the same problems of the other old people in
addition to their mental retardation. In order to help
the mothers release their worries about the future care
of their retarded adult children, it is time for the
concerned parties to identify, anticipate and meet the
unusual needs of these individuals who would soon find
themselves being old and mentally retarded. As a long-
term planning, it is suggested that government should
establish special home for the mentally retarded elderly
so as to house this group of people who would require
more special care, attention, patience and skills. As an
intermediate measure, government should further expand
the present small group home service. The idea is to
help the mentally retarded adults move into indpendence
on a family-type atmosphere.
(3) Findings from this research also indicated that
the aged mothers were burdened by their daily attendance
to the retarded thus limiting their social activities
and contact with friends and kin. In order to release
some of the burdens of the mothers, the following
services may be of help. The government should promote
and support the respite service so as to let the aged
mothers be released for a short period of time, say a
weekend or a week, to do whatever they wish to for
relaxation. Before this service can be fully operated
and established, the present service gap can be
minimized by modifying the admission policies of the
existing institutions and reserved some spaces that can
be available on short notice to relieve the mother
temporarily of the responsibilities of providing care.
At the same time, it is also desirable to specially
train some home-helpers in serving the mentally retarded
in household chores and physical care if they cannot
receive any kinds of residential care. Consideration
should also be given to provide programmes including
visits of community nurse, physiotherapist for those
sick at home where no one can take care of them.
(4) Findings confirmed the importance of social
support from friends in enhancing the mental health
status of the aged mothers. This implied that the use of
friend support should also be stressed. According to the
research findings, the mothers usually received social
support from their neighbours. Hence, welfare
organizations concerned should enlist the neighbours in
offering assistance to the mothers by training them as
home-he 1pers. On the other hand, the mothers themselves
can be organized to form self-help groups. In a group
situation, mutual care, concern, and problems can be
shared. Such groups could also provide the mothers with,
various experiences, insight and feedback. As the
existing services for the severely mentally retarded
adults and their aged mothers are inadequate, self-help
groups can provide the aged mothers material assistance
as well as emotional support. Another advantage of self-
help groups is that those members who possess better
mental health status and are less stressful in their
daily lives can serve as advisers and pay friendly
visits to those loss fortunate families. Such
organization can facilitate closer bond and friendship
in a mutual help network among the aged mothers in
caring for a severely mentally retarded adult. It will
significantly be beneficial to those who live in
desperation without adequate and sufficient social
support networks. Moreover, the self-help groups can
also offer assistance to members in practical matters,
such as how to deal with the destructive behaviour of
the retarded, or how to handle the prolonged dependency
needs.
(5) Since data indicated that families with higher
income level, the mothers would experience better
mental health, perceive less stress and receive- more
social support, government should therefore look into
the financial needs of these families. Findings also
told that most of these mothers came from lower-
socioeconomic strata of the society. Special welfare
allowance should be provided to these underprivileged
families. Furthermore, the severely mentally retarded
adults should be entitled to receive the newly
introduced High Disability Allowance Scheme. Definitely,
such kind of financial assistance would be beneficial to
the enhancement of these mothers' mental health status
and perceived social support from their family members
and friends.
Generally speaking, the above suggestions are aimed
at reducing the environmental stressors and reducing the
perceived feeling of stress as well as enhancing the
perceived social support of the mothers in caring for a
severely mentally retarded adult offspring in Hong Kong.
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T nf.rnHiirt. i nn
This is a study of the mental health and social
support of the mothers caring for a severely mentally
retarded adult offspring. Your answers would help us to
understand your difficulties and needs. Please give me
your personal experience by picking the answers that
really describe you and your feelings. All your answers















(3) How long did vou married?
years W.A.
(4) How long have you been separated, widowed,
or divorced?
year N.A.
(5) How manv children do vou have?
a on
dauahtpr
(6) How many people live at the same household 7
(7) What is the type of your accommodation 7
1 nr i uaf.p hnns i na( sp 1 f owned
7 n~ia-he hnnsina Con rent)
3. nublic housinc
4. temoorarv housing area
R. snnpt t er area
6. Quarter
7. others (please specify















Cgo to Q 1 1)
(10) What is your monthly salary?







6. $9000- Over all
7. Don't know
(12) What is the level of education you have
had?
1. no education, illiterate
2. no education, literate
3. primary schooling
4. junior secondary schooling
5. senior secondary schooling
6. post secondary schooling
7. universitycol lege
8. above
9. others (please specify.
(13) Do you have any religion?





6. musl i m







Please read this carefully
We should like to know if you have had any medical
complaints, and how your health has been in general,
over the past few weeks. Please answer ALL the questions
on the following pages simply by underlining the answer
which you think most nearly applies to you. Remember
that we want to know about present and recent
complaints, not those that you had in the past.
It is important that you try to answer ALL the
quest i ons.
Thank you very much for you co-operation.
HAVE YOU RECENTLY;





Much less than usual
2. lost much sleep over worry?
Not at all
No more tha usual
Rather more than usual
Much more than ususal
27
3. been having restless, disturbed nights?
Not at al1
No more tha usual
Rather more than usual
Much more than usual
28
29




Rather less than usual
Much less than usual
5. been getting out of the house as much as
ususal?
More so than usual
Same as usual
Less tha usual
Much less than usual
30
31
6. been managing as well as most people would
in your shoes?
More so than usual
Same as usual
Rather less than usual
Much less than usual




Less well than usual
Much less well




Less well than usual
Much less well
9. been able to feel warmth and affection for
those near to you?
Better than usual
About same as usual
Less well than usual
Much less well
10. been finding it easy to get on with other
people?
Better than usual
About same as usual
Less well than usual
Much less well
11. spent much time chatting with people?
Not at all
No more than usual
Rather more than usual
Much more than usual
12. felt that you are playing a useful part in
things?
More so than usual
Same as usual
Less useful than usual
Much less useful
13. felt capable of making decisions about
things?









Less useful tha usual
Much less useful
14. felt constantly under strain?
Not at all
No more than usual
Rather more than usual
Much more than usual
15. felt that you couldn't overcome your
difficulties?
No at all
No more tah usual
Rather more than usual
Much more than usual
16. been finding life a struggle all the
t i me?
Not at all
No more than usual
Rather more than usual
Much more than usual
17. been able to enjoy you normal day-to-
day activitie s?
More so than usual
Same as usual
Less so than usual
Much less than usual
18. been taking things hard?
Not at all
No more than usual
Rather more than usual
Much more than usual
19. been getting scared or panicky for
no good reason?
Not at all
No more tha usual
Rather more than usual
Much more than usual
20. been able to face up to your problems
More so than usual
Same as usual










21. found everything getting on top of you?
Not at all
No more than usual
Rather more than usual
Much more than usual
22. been feeling unhappy and depressed?
Not at all
No more than usual
Rather more than usual
Much more than usual
23. been losing confidence in yourself?
Not at all
No more than usual
Rather more than usual
Much more than usual
24. been thinking of yourself as a worthless
person?
Not at all
No more than usual
Rather more than usual
Much more than usual
25. felt that life is entirely hopelss?
Not at all
No more than usual
Rather more than usual
Much more than usual
26. been feeling hopeful about your own
future?
More so than usual
About same as usual
Less so than usual
Much less hopeful
27. been feeling reasonably happy all things
considered?
More so than usaul
About same as usual
Less so than usual
Much less tha usual
28. been feeling nervous and strung-up
all the time?
Not at all
No more than usual
Rather more than usual









29. felt that life isn't worth living 1
Not at all
No more than usual
Rather more than usual
Much more than usual
30. found at times you couldn't do anything
because your nerves were too bad?
Not at all
No more than usual
Rather more than usual




Do the following situations apply to you










2. During some periods (several days, several
weeks several months, you couldn't take care










3. In general, would you say that most of the
time you are in high (very good) spirits,













4. Every so often you suddenly feel hot all
over.(Attention: this does not include









5. Have you ever been bothered by your heart

















6. Would you say your appetite is poor, fair,













7. Do you have periods of such great restless¬
ness that you cannot calm yourself down



















9. Have you ever been bothered by shortness
of breath when you are not exercising or











Not applicable 1 2
10. Have you ever been bothered by nervousness












11. Have you ever had any fainting spells
(lost consciousness)? If yes, how often?













12. Do you have any trouble in staying asleep
or getting to sleep? If yes, is this often






























15. Have you ever been bothered by cold












16. Do you hands ever tremble enough to












17. Does there seem to be a fullness (clogging)














18. Do you have personal worries that get you









19. Do you feel somewhat lonely even among











20. Would you say that nothing ever turns out










21. Are you ever trouble with headaches?






















(1) I am usually






(2) Life to me




11 4 1 m n
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(4) My personal sxistence is






7 6 5 4 3 2 1
constantly new exactly 3C
the same
C6) If I could choose, I would prefer
1 2 3 4 5 6 7
never to have
been born
like 1 i ves 31
just like
this one
f 71 After retirincj, I would do
7£ Pi 4 3 2 1
some of the
exciting things






(8) In achieving life goals, I have made
1 2 3 4 5 6 7




C 9) My life









(10) If I should die today, I would feel that my
1 ife






(11) In thinking of my life,







(12) As I see the world in relation to my life,
the world is
1 2 3 4 5 6 7






(13) I am a







(14) Concerning man's freedom to make his own
choices, I
1 2 3 4 R£ 7










(15) With regard to death, I am





(16) With regard to suicide, I







(17) I regard my ability to find a meaning, purpose
or mission in life
7 6 5 4 3 2 1
very great practically 42
none
(18) My life is
7 6 5 4 3 2 1
in my hands, and I
am in control of it





(19) Facing my daily tasks is







(20) I have discovered








The following is an attempt is an attempt to evaluate
the amount of stress you have been under during the past
week. Several areas where stress could occur are listed
below. Think of stress as a feeling of pressure.
Consider each area, if no pressure existed, circle the
mark under the word none. None would mean that you felt
comfortable, free from worry or distress, without major
problems or events that upset your usual routine.
Extreme would mean that you felt very upset, perhaps
even noticed physcial reactions, such as tension, upset
stomach, headache, etc., or that you were mentally
distress, anxious, grieving. Not all stress or pressure
comes from bad events that happen, some happy events
also cause a lot of pressure. Consider these too. For
seach of the following, circle the mark on the line that
indicates how much presure you have been under in the
past week.
1. Pressure Related to WrokJobSchool.
(Whether self-imposed or not)
None Extre me
46
2. Pressure in Interpersonal Relationships.
(Family members andor significant persons)
None Extre me
47
3. Presusure Caused by Changed in Your Relation¬
ships. (Death, birth, marriage, divorce,etc)
None Extre me
48
4. Pressure Caused by Sickness or Injury.
(Self, others, or both)
None Extre me
49
5. Pressure Caused by Financial Issues.
None Extreme
50
6. Pressure From Unusual Happenings.
(Crime, natural disaster, accident, moving,etc.)
Mono Flyf.rp mp
51
7. Pressure From Change or Lack of Change in
Dai1v Rnntinp
M r rk a Extre me
52





Q1 to Q20 which folow refer to feelings and experiences
which occur to most people at one time or another in
their relationships with their spouse. For each
question there are three possible answers. Please give a
tick to the answer your choose for each item.




2. I get good ideas of how to do things or make








(1) Don t know
4. When I confide in the members of my spouse who





5. My spouse enjoys hearing about what I think.
(3) Yes
(2) No
C 1) Don't know




7. Certain members of my spouse come to me when
they have problems or need advice.
C 3) Yes
C 2) No








8. I rely on my spouse for emotional support.
(3) Yes
(2) No
( 1) Don't know
9. There is a member of my spouse I can go to if
I am just feeling down, without feeling























14. I have a deep sharing relationship with a
number of members of my spouse.
(3) Yes
(2) No
( 1) Don't know
15. Members of my spouse get good ideas about












16. When I confide in members of my spouse,








( 1) Don't know
18. I think that my spouse feels that I'm good
at helping them solve problems.
(3) Yes
(2) No
( 1) Don't know
19. I don't have a relationship with a member of
my spouse that is as close as other people's








21. In general, what is your overall impression












aQ1 to Q20 which follow refer to feelings and experience
which occur to most people at one itme or another in
their relationship with their families. For each
question there are three possible answers. Please give a
tick to the answer you choose for each item.
1. My family gives me the moral support I need
(3) Yes
(2) No
(1) Don't know 25
2. I get good ideas of how to do things or make
things from my family.
(3) Yes
(2) No
(1) Don't know 26




(1) Don't know 27
4. When I confide in the members of my family who




(1) Don't know 28
5. My family enjoys hearing about what I think.
(3) Yes
C 2) No
(1) Don't know 29
6. Members of my family share many of my interest.
(3) Yes
(2) No
(1) Don't know 30
7. Certain members of my family come to me when
they have problems or need advice.
(3) Yes
(2) No
(1) Don't know 31




9. There is a members of my family I can go to if
I am just feeling down, without feeling uncom¬








( 1) Don't know








( 1) Don't know




( 1) Don't know
14. I have a deep sharing relationship with a




15. Members of my family get good idea about how





















( 1) Don t know
18. I think that my family feels that I'm good




19. I don't have a relationship with a member of
my family that is as close as other people's








21. In general, what is your overall impression





22. How are you related to the family members
you have sentioned?



























Q1 to Q20 which follow refer to feelings and experience
which occur to most people at one time or another in
their relationships with their firends. For each
question there are three possible answers. Please give a
tick to the answer you choose for each item.
1. Do you have friends (including neighours)
(1) Yes
(2) No




























3. My friends give me the moral support I need.
(3) Yes
(2) No
(1) Don't know 15




(1) Don't know 16
5. My friends enjoy hearing about what I think.
(3) Yes
(2) No
(1) Don't know 17
6. Certain friends come to me when they have
problems or need advice.
(3) Yes
(2) No
(1) Don't know 18
7. I rely on my friends for emotional support.
(3) Yes
(2) No
(1) Don't know IS
8. If I felt that one or more of friends were




9. I feel that I am on the fringe of my circle of




10. There is a friend and I could go to if I were




































16. My friends get good idea about how to do













19. I think that my friends feel that I'm good




20. I don't have a relationship with a friend





21. I've recently got a good idea about how to do








23. In general, what is your overall impression















When you are taking care of your mentally retarded
children, the source of your stress:-













































































15. worries about future caring for the M.R.,
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妹 的 敎 | 矜 良 良 运 拣
IX|7
III
、 環 獲 良
I
苟 寸 狂 尨 之 、 宁 幻
1
犬 學 大 着 渡 灰
1

















⑴ 你 唔 你 後 匕 嚼
哿 能 钩 集 今 精 科 ？
2. 3 4
味 平 時 辦 時
-1 的啦一一17
) 樣 奄 係 迟 。 到








14) 他 唔 像 忙 珠 到
綮 砂 的 間 ？
和 甲 時
4
对 時 对 時
今 财

















W ， 你 峰 傍 、 雙 得 汰 致 上










































3 I 吏 茭 ！













仫 咭 该 、 繆 啓 啥 盔
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务 了 、 多
I3|








' 多 ― ！
對 面 已 失 ， 疗 七 、 ？ 一 取1 和 军 岭
克 不 々 編
I4
网 他 人 ？
1
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比 ？ 鸡 8|
糖
學 缚






为 一 奶‘ 二 每今
章 务 备 装 ？
聘咚一瞬 考 04，子不轰
比 年 培










































2 有 些 日 子 （ 有 几 日 ， 有 几 星 期 ， 有 几 个 月 ） 因 为 无 心 机





(3 大 致 而 言 ， 你 觉 得 在 大 部 分 时 间 ， 你 的 情 绪 是 极 佳




























3 不 知 道
4 無 答 案
5































妳 曾 否 因 呼 吸 紧 促 而 感 到 焦 虑 呢 ？ （ 注 意 ： 当 时 并






10 你 曾 否 因 神 经 紧 张 （ 如 发 怒 、 坐 立 不 安 、 心 神 恍 惚






11 你 曾 否 晕 倒 过 （ 失 去 知 觉 ） 呢 ？ 如 有 ， 是 仅 几 次 ， 抑
























































































































在 下 列 的 句 子 中 ， 請 圈 上 你 認 為 最 能 夠 代 表 你 的 現
況 的 數 字 答 案 ， 請 留 意 這 些 數 字 是 從 一 個 極
端 到 別 處 一 個 相 反 的 極 端 ， 而 它 們 是 代 表 不 同
“4”
判 斷 ）
1 你 通 常 是
2- 3 4- 5 O 7
無 意 見 熱 愛
力 充 沛
2 生 命 對 你 來 說 ， 似 乎
t. 5 4-3 2.,
總 是 令 人
興 奮 和 鼓 舞
十 分
0; 在 你 的 生 命 里 ， 你
， 2 3 4 4 7
目 標
十 分 清 楚
的 目 標
4







5 每 天 的 生 活 对 妳 来 说 ， 都 是




6 如 果 妳 可 以 # 挥 ， 妳 会
1 2 3 4 5 6 7
# 挥 徒 来
没 有 到 过
这 个 世 界 上
维 持 妳 现
在 的 情 况
17)
7 6 5 4-
做 一 些 妳
经 常 想 做
而 令 她 舆 奢
的 事 情
在 妳 做 人 既 目 的 中 ， 妳 觉 得 自 己 是
1 2 3 4 5 6 7
任 何 进 展
连 成 妳 的
理 想
9
1 2 3 4 5 6 7
满 着 夏 花 ，
完 全 空 间







经 常 都 是
十 分 希 望
当 妳 到 幸 运 年 纪 时 ， 妳 会
徒 来 没 有
已 经 完 全
妳 的 生 命 是
空 虚 和 老 充满着十分
多姿多彩
的事情
(10) 如 果 妳 今 天 死 了 ， 妳 会 觉 得 自 己 以 前 的 生 活 是
1 2 3 4 5 6 7
十 分 有 价 值
11 當 妳 门 自 己 点 解 要 生 存 的 时 候 ， 妳
1 2 3 4 5 6 7
经 常 想
知 道 点 解 知 道 点 解
12 妳 生 存 在 这 个 世 界 上 妳 觉 得 这 个 世 界 是
1 2 3 4 5 6 7
十 分 混 乱 很 有 意 义
13
1 2 3 4 5 6 7
十 分 不 负 责
在 的 人
十 分 负 责 任
的 人
1H 开 放 人 可 以 自 己 自 由 揸 主 意 作 决 定 ， 妳 想 信 人 是
1 2 3 4 5 6 7
完 全 自 由








十 分 没 有 价 值
经 常 都
妳 是 一 个






對 於 死 亡 ， 你 是
16 對 於 自 殺 ， 你
1 2 3 4 5 6 7
曾 經 很 完 全 沒 有
考 慮 過
17 你 對 認 識 自 己 的 生 存 的 意 義 和 目 標 的 能 力 是




7 6 5 4 3 2 1
你 可 以 掌 握
和 控 制 的
你 全 不 可 以
掌 握 和 被
外 在 因 素




w 面 封 妳 目 耸 的 工 作 ， 吻 感 衝
7 t 5 4-31
对 痛 茗
‘ 呢 ] 悶
{2o) 仏 脉 命 辞 技 , 检 力 级 冬 选
1 2 3 4 7
沒 ,
！ ！ 樣 和 么 務
1












或 务 体 巧 、 叙 。
1
y; 吻 、 贅 得 两 ， 顧 弱 堵 忆 夂 俄 象 哎 ， 热 工 作 考 的
融 ( 曼 良 同 不 筍 板 ） 且 .
2. 3 5 -7 J? i
组 泛 窄 3
2.;
脉 墩 得 因 舰 的 良 尺 ， 服 ， 絲 [ ， 工 良 ， 氮 風 ： 零 的
I
i- f-; L 7 x Q
~f'?
而 辟 、 泪 务 揭 教 的 人 斗 有 免 、 生 侈 “ ， 較 爲 而 咏 曼 的
六 各 、 — 广






完 全 没 有 十 分 强
5
完 全 没 有
十 分 强
6
打 交 ， 意 外 ， 搬 屋 ， 或 其 他 特 别 事 情 所 引 起 的 压
力 是




完 全 没 有
十 分 强
8
承 受 的 压 力 是







用 以 下 句 子 描 述 妳 和 妳 先 生 的 關 係 對 嗎 ？
離 婚 ， 分 居 ， 喪 偶 者 也 作 答
321
是 不 是 不 知 道
1
2
妳 先 生 比 妳 精 神 上 應 有
妳 好 清 楚 知 道 點 樣 幫 妳 先 生
同 埋 要 求 妳 先 生 點 樣 幫 妳
3 妳 唔 及 其 他 人 那 樣 親 近
4 如 果 妳 把 心 事 話 比 妳 先 生 知
妳 會 怕 令 很 不 安 樂
5 妳 先 生 喜 歡 聽 你 嘅 意 見
6 妳 先 生 可 以 分 享 妳 的 興 趣
7 妳 先 生 如 果 有 困 難 ， 很 會 同 妳 商 量
8 妳 需 要 依 賴 妳 先 生 比 你 安 慰
同 埋 精 神 上 嘅 支 持
9 當 妳 唔 開 心 同 埋 痛 苦 時 妳 可
以 同 妳 先 生 訴 苦 而 又 唔 後 悔













11 妳 先 生 知 道 妳 嘅 需 要
O)
均 、 社 窝 要 你 比 也 辜 熨 冃 讀 衿
113?
Of)
硃 同 命 、 姚 贺 笮 澡 麽 灼 閑 泳
03) I





妳 链 均 、 良 士 零 爲 坎
巧 欧 幕 也 啉 、 来 喝 錢











V2.0) % % % % £ % % %
7 fc%!§)
十 、 詉 、 咻 滿 寬 妳
吻 、 支 铐 噍 ？
許 奪 滿 齡 ， 诚 聽 身 斜 潘 良
4 3
0-
用 以 下 句 子 描 述 你 和 你 家 人 的 关 系 对 吗 ？
1 你 的 家 人 比 你 精 神 上 应 有 既 支 持
2
你 好 清 楚 知 道 点 样 帮 你 家 人 同 埋
要 求 你 家 人 点 样 帮 你
3 其 他 人 比 你 更 亲 近 家 人
4 如 果 你 把 心 事 话 比 最 亲 切
家 人 知 ， 你 会 怕 令 作 唔 开 心
5 家 人 喜 欢 听 你 嘅 意 见
3 2 1
是








6 你 的 家 人 可 以 分 享 你 的 兴 趣
(7) 家 人 如 果 有 问 题 ， 就 会 同 你 商 量
你 需 要 依 赖 你 家 人 比 你
安 慰 同 埋 精 神 上 嘅 支 持
9 当 你 唔 不 开 心 ， 同 埋 痛 苦 时 ， 你
可 以 同 家 人 诉 苦 而 又 唔 会 后 悔
10 你 同 你 家 人 都 可 以 公 开 大 家
嘅 意 见






家 人 能 夠 知 道 你 既 + 需 要







家 人 需 要 你 比 使 安 慰 同 精 神 上
既 支 持
家 人 能 幫 你 解 決 困 難
你 同 大 多 數 既 家 人 都 有 深 刻 厚 及
友 好 的 關 係
你 既 家 人 好 清 楚 知 道 點 樣
幫 你 同 埋 要 求 你 點 樣 幫 他
地 做 野
如 果 你 同 家 人 講 心 事 ， 你 會 覺 得
唔 系 幾 好 意 思
家 人 會 找 你 做 伴
你 認 為 你 既 家 人 覺 得 你 可 以
幫 他 地 解 決 問 題
你 同 家 人 既 關 係 唔 及 其 他 人 既
你 希 望 你 既 家 人 有 更 多 的
大 致 上 ， 你 滿 意 家 人 比 你 的 支
持 嗎 ？
非 常 滿 意
3
不 甚 滿 意
1


























第 八 部 份
用 以 下 句 子 来 描 述 你 和 你 的 朋 友 的 关 系 对 吗 ？
1 你 有 没 朋 友 （ 包 括 邻 居 ）
2 0 没 1 有）（可以多项）人数
1 2





5 其 他 （ 请 注 明 ）
3
朋 友 比 你 精 神 上 应 有 既 支 持
4 其 他 人 比 你 较 同 朋 友 接 近
5 朋 友 钟 意 听 你 口 既 意 见
6 有 些 朋 友 会 稳 你 比 企 地
意 见 同 理 帮 企 地 解 决 困 难
7 你 需 要 友 谊
8 D 失望
你 唔 地 讲 比 人 听
9
你 觉 得 被 朋 友 冷 落
10 当 你 唔 开 心 时 ， 你 可 以 同
朋 友 诉 苦 而 又 唔 会 后 悔
11 你 同 你 既 朋 友 都 可 以 公 开
大 家 既 意 见
12


























你 既 朋 友 好 清 楚 知 道 点 样 帮 你
同 埋 要 求 你 点 样 帮 很 地 做 野
IT)
如 果 你 同 朋 友 讲 心 事 ， 你 会 觉 得 唔 系 几 好 意 思
18 朋 友 捏 你 做 伴
19 你 认 为 你 既 朋 友 会 觉 得 我 能 帮



















































竭 佟 吮 〉 微 礅 性 籽 爲
1[
， 各 ㈨ 同 嘍 釭 分 砂 妹 豸 啰 打 资
， 洱 阑 冏 辩 居 沙 打 麥
》 般 ， 絲 倫
,I)
献乂 2
倘 依 》 為 ， 祖 … 也 為 後 良 ，
阪 麻 獨 存 ⑷ 嵌 到 仏 脚 表
勝 ， 顧 獨 任 使 到 自 己 样 竹 魏
014
因 知 每 释 ， 艤 栩 饫 出 魚 转 閱 秀 胡 氕
统 玫 案 ， 一
活 知 痫 仔 □ 入 子 髂 砂 了 作
I.
毪 骑 芡 化 後 無 ; 、 乳 輟 賴
言 I“)


